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QO, JUNE 16 one of your M.D. editors ac- 
cepted a luncheon invitation extended to 
“members of the press” to meet and interview 
the Air Force Surgeon, General Oliver K. 
Niess, who was in Denver on an official “tour 
of inspection” of the Martin 
Company to check on progress 
being made with their part of 
the Aerospace Medical Program. 
Major General Niess is no 
stranger to Denver, having had his internship 
at Fitzsimons back in 1927-1928 and having 
been Wing Surgeon and Hospital Commander 
at Lowry Air Base from 1948 to 1950. He met 
his wife-to-be here in Denver and lives, votes 
and pays taxes in Denver, so we can almost 
call him a native son. 


Van 


In Space 


The Martin Company has many active 
research projects, both medical and technical, 
related to the Man in Space project. Two 
aspects of this project are sponsored directly 
by Air Force research grants and other 
aspects are financed by the Martin Company 
itself. 

Martin’s main local research program 
concerns “Space Life Support Systems” or 
the problems related to the construction and 
maintenance of “regenerating life support 
systems for long-distance flights.” Flights “to 
the moon” are simple. A few “box lunches” 
and a squeeze-bag full of hot coffee, and both 
crew and passengers have arrived. But long- 
distance flights will take from months to 
years to complete and stores of food and 
oxygen will be out of the question. Therefore, 
the Titan-makers are working on a system 
of life in which “farms” of green algae will 
absorb CO, expired into the air of the space 
vehicle and will in return produce O, for 
the passengers to breathe. At the same time, 
human wastes will have to be purified and 
reconstituted into food and drink. Needless 
to say, these problems are far from satisfac- 
tory solution. James Gaume, M.D., in charge 
of the biotechnology research programs at the 
Martin Company, explained some of the 
other medical problems. Too well-publicized 
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ones are the problems of radiation and 
weightlessness. One aspect of which your 
editor had not been fully aware was that 
weightlessness has long-term physiologic ef- 
fects on the body, not just mechanical and 
psychologic effects. The skeleton was created 
by our Maker to support our body tissues 
against the constant effects of gravity. Once 
gravity no longer exists, the skeleton loses 
its usefulness, the body begins to reject cal- 
cium, and demineralization occurs. Some of 
these effects are duplicated by chronically 
bedridden patients where demineralization 
also occurs plus the concomitant changes of 
renal calculi formation. Nitrogen is also lost 
when no effort is expended. Because of this, 
spacemen will have to have daily programs 
of resistive exercises to keep muscles in tone 
and prevent loss of nitrogen. 

Another area of research, both at the 
Martin Company and other installations, is 
the study of the toxicology of fuels. Many 
by-products of this research have application 
in health matters generally. Through studies 
of the fuel Hydrazine, drugs have been devel- 
oped which are useful in fighting tuberculosis 
and others which are one of our popular 
tranquilizers. 

Another of the research medical brains at 
Martin is Dr. Harry Gorman (D.V.M.). His 
assignment naturally concerns itself with 
the preliminary animal experimentation end 
of this program to find a home for human 
beings in the heavens. Dr. Gorman became 
widely known among orthopods when his 
successful prosthetic hip for animals was 
adapted for human use. 

These men feel strongly that this research 
is vital to the entire Man in Space Program 
and they also feel that mechanical problems 
of getting a man on the moon will be solved 
much sooner than the medical problems of 
keeping him healthy and well nourished. 
They would not predict whether the Russians 
were ahead of us in the solution of the medi- 
cal problems. 

Those of us at the meeting were impressed 
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with the caliber of men at work on these 
projects and we were also favorably im- 
pressed with the quality of supervision and 
coordination carried on by the Air Force and 
last, but not least, we were gastronomically 
ecstatic over the quality of the lobster new- 
burg served by the Martin Company. 





MEN IN SPACE—Literally floating in space 
during a weightlessness experiment in an Air 
Force C-131 transport aircraft are (left to right) 
USAF Surgeon General Maj. Gen. Oliver K. 
Niess and Col. John Paul Stapp, pioneer research- 
er in medicine and commander of the Aero 
Medical Laboratory at Wright Air Development 
Center, Wright-Patterson Air Force Base, Ohio. 
Doctors Niess and Stapp made several of the 
weightless or zero-gravity flights recently at 
Wright AFB, Ohio, in the specially modified 
Convair transport. Maximum duration of the total 
absence from normal pull of the Earth’s gravita- 
tional force for these flights was fifteen seconds. 
During orbit around the Earth or in free space 
flight, space crews are expected to be weightless 
for periods ranging from hours to months, or 


even years. Official U. S. Air Force Photo 


| TAPE with stick but no ouch is 
here at last, say recent informants regarding 
matters medical. Sounds like an answer to 
prayers of patients, especially those who 
think that one of our few pleasures in life 
is pulling tape off of 
people. 
However, there is an 
Art of Medicine answer as good or bet- 
ter. It has been available 
since Hippocrates, or whoever invented the 
stuff. Did you ever try taking the patient 
off of the adhesive tape? Simply pick up 


Elements of the 
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one small corner or end of the tape and hold 
it steady; then, with a digit or two of your 
other hand, push the skin away from the 
stickum in quick easy stages. 

A few of our colleagues and nurses have 
found this out after anywhere from one to 
fifty years in the profession. It has never 
dawned on others, and many simply don't 
seem to care—that is, unless they are the 
pullee instead of the puller! Give it a try, 
Doctor, and then get the habit. The art of 
medicine is composed of a lot of little 
thoughtful things, the presence of which is 
endearing, and the absence of which is ob- 
noxious. 


N.: LONG AGO one Ot u 


chastised a “patient” because he and his wife 
would blithely flit back and forth between 
doctors for their medical care. “We like both 
of you,” he explained. “You were our first 


bluntly but gently 


doctor, but Dr. So-and-so has his 


office near our house.” 

Touche “T have objection at all,” 
he was told, “and Dr. So-and-so 
practices good medicine and 


we're close friends. However, both of us 
would prefer that you pick one doctor as 
your family doctor and call on the other 
only in emergencies. We all get a bit peeved 
when patients think no more of which 
doctor they go to than they do of which 
filling station to stop at.” The man agreed to 
use the other doctor as his family doctor 
and “the chastiser” only as a consultant. 
The latter thought he had heard the last 
of it. 

However, when the phone rang on 
Wednesday (Dr. So-and-so’s day off), the 
consultant started girding his defenses until 
the patient shattered them by saying, “I 
wouldn’t have called you, Doc, except my 
other filling station is closed!” 

The consultant gave in gracefully and 
took care of the man’s ulcer complaints. 


Speed is still the number one killer on our 
highways. During 1960, 10,970 persons lost their 
lives in accidents blamed on speed. More than 
1,000,000 were injured 
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Surgical management of emergency 
complications of peptic ulceration’ 


Primary gastric resection may be 
employed with safety in many cases 

of bleeding or perforation which in 
previous years would have been handled 


more conservatively. 


EMERGENCY MANAGEMENT of the complications 
of peptic ulceration in the stomach and duo- 
denum confronts the surgeon with some of the 
most difficult problems that he may encoun- 
ter. These problems may be divided into two 
categories: those arising from an acute hem- 
orrhagic peptic ulcer, and those arising from 
perforation of a peptic ulcer. 


Acute hemorrhage 


Massive hemorrhage from peptic ulcera- 
tion in the upper part of the gastrointestinal 
tract may come on suddenly, or the problem 
may be insidious in onset so that one tends 
to temporize. Bleeding may and oftentimes 
does develop into a massive acute hemorrhage 
that may rapidly appear to be uncontrollable. 
The slowly bleeding ulcer is particularly dis- 
arming. It is most disconcerting to be follow- 
ing these patients expectantly and then have 
massive bleeding develop, as sometimes hap- 
pens. A more positive approach toward the 
bleeding duodenal ulcer may avoid such a 
difficult complication and provide the surgeon 
with a more satisfactory outcome for his pa- 
tient. Unfortunately, there are no criteria for 





*Read at the meeting of the Ogden Surgical Society, Ogden, 
Utah, May 18 to 20, 1960. Dr. ReMine is with the Section of 
Surgery of the Mayo Clinic. 
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deciding when to cease being conservative 
and apply a more positive treatment. Gastric 
resection in the face of a mildly bleeding ulcer 
is not a formidable procedure, and can be 
carried out with scarcely more than the usual 
operative morbidity and mortality that one 
sees in performing elective operations in un- 
complicated duodenal ulcer. The operative 
mortality rate has for many years been run- 
ning a 1 to 1.5 and rarely 2 per cent at the 
Mayo Clinic. If, however, the condition pro- 
gresses to the state of massive hemorrhage, 
the operative mortality rate then becomes 
five to six times as great (10 to 12 per cent). 

In recent years it has been our practice 
when confronted with a slowly bleeding pep- 
tic ulcer to observe the patient closely, being 
careful to replace all estimated blood loss. If 
after an appreciable period the patient con- 
tinues to show signs of bleeding as exhibited 
by continued melena and slowly decreasing 
hemoglobin, and if he has had as many as six 
slow transfusions during this time, we be- 
lieve that the abdomen should be explored. 
Gastric or duodenal aspiration may show the 
presence of bright red blood, and a thin sus- 
pension of barium or one of the other less 
bulky and constipating materials such as 
colloidal thorium dioxide preparation (um- 
brathor) may be used to demonstrate the 
crater On x-ray examination. When it seems 
obvious that the bleeding will not stop, then 
immediate exploration and resection are 
necessary if one is to avoid operating under 
the extenuating circumstances of a massive 
hemorrhagic peptic ulcer. 

Perhaps no problem is as nerve-shatter- 
ing as that encountered when a peptic ulcer 
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erodes into one of the major vessels in and 
around the duodenum and the stomach. In 
many instances the patient may lose blood 
much faster than it can be replaced. It is then 
that the ingenuity of the surgeon, the anesthe- 
siologist, and the laboratory and operating 
room personnel is put to the complete and ab- 
solute test, for if the problem is not handled 
expeditiously, one of three drastic results 
may come about: (1) the patient may be- 
come exsanguinated, (2) because of shock 
and prolonged drop in pressure a lower- 
nephron nephrosis may develop which may 
ultimately claim the patient’s life or (3) the 
patient may vomit large quantities of blood, 
aspirate the blood and drown from aspiration 
of hemoglobin. 


Routine for management 


A few years ago it became apparent that 
a routine for handling the massive bleeder 
had to be set up if the lives of these patients 
were to be saved. The following steps were 
then established for their management. 

1. As soon as a patient of this type is en- 
countered, two 15-gauge needles, and pref- 
erably three, are inserted in the veins. One 
can be kept open by intravenous administra- 
tion of blood and other fluids as indicated, 
and stylets are placed in the other two until 
it is determined that they are no longer need- 
ed for blood replacement. 

2. The laboratory is alerted to make avail- 
able all blood of the group and Rh factor of 
the patient. 

3. The patient is taken immediately to the 
operating room where preparations for op- 
eration are made under the most favorable 
circumstances. 

4. Under local infiltration the abdomen is 
opened and the stomach wall is incised and 
completely evacuated of all blood and clots. 

5. With the thumb and forefinger of the 
left hand the bleeding is controlled by direct 
pressure until the patient can be put to sleep 
and an intratracheal cuffed tube placed in 
position. This tube prevents any possible 
aspiration of blood that may be in the esopha- 
gus, and the evacuation of the stomach has 
prevented further regurgitation. Without 
further manipulation the duodenum is then 
opened directly over the ulcer, and the bleed- 
ing brought under control by mattress 
sutures. Great care must be taken at this 
32 


point to avoid severe damage to the pan- 
creas, and particularly to the main and ac- 
cessory pancreatic ducts. If the ulcer is in 
such a position that these ducts are in any 
way in danger, then the gastroduodenal ar- 
tery should be identified and ligated at the 
superior and inferior margins of the duo- 
denum. In this way the severe complications 
of pancreatic fistula following suture of a 
bleeder from pancreatic ulceration may be 
avoided. 

At this point the bleeding has been 
brought under control and the patient’s air- 
way is under control, so that a definitive sur- 
gical procedure can be carried out without 
undue risk to the patient. It is our policy in 
general to perform the usual two-thirds gas- 
tric resection, but if the patient is thin, tense, 
nervous and malnourished, hemigastrectomy 
and vagotomy should be utilized. 

More recently, our anesthesiologists have 


developed a technic of spraying the pharynx, 
larynx and trachea with a local anesthetic 
agent and inserting the intratracheal cuffed 
tube with the patient awake to avoid aspira- 
tion of regurgitated blood. This has worked 
well and avoids opening the abdomen and 
gastric wall under local infiltration. 


Using these technics we have lost no fur- 
ther patients as a result of aspiration of re- 
gurgitated blood. This is encouraging and 
is a tribute to the combined efforts and close 
cooperation of all the personnel involved. 

A large number of transfusions is of course 
not condoned, and should be avoided when- 
ever possible because of the ever-present 
possibility of transfusion complications. How- 
ever, if the occasion demands, it can be ac- 
complished when all of the patient’s physio- 
logic processes are under control as described. 


Free perforation 


Acute free perforation of peptic ulcer of 
the stomach or duodenum is a serious and 
life-endangering complication, and one that 
most authorities agree is best managed by 
early exploration. There has arisen in the 
last 15 years an important and interesting 
controversy concerning the preferred surgi- 
cal procedure to be utilized in treating this 
complication. 

Von Haberer first advocated primary gas- 
trectomy for acute perforation in 1919. Yu- 
dine in 1939 reported on 937 personal cases 
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with a surgical mortality rate of 8.9 per cent. 
American surgeons, on the other hand, have 
been somewhat reluctant to use this pro- 
cedure, although the more recent literature 
indicates that primary gastrectomy is being 
used with increasing frequency, especially 
subsequent to the reports of Strauss in 1944 
and Bisgard in 1945. 

The controversy therefore finds the ad- 
vocates of conservative surgical management 
stressing the need for the most expedient 
method of treating the emergency with the 
least possible risk to the patient. They con- 
tend that many will require no further surgi- 
cal treatment, and that the radical approach 
would subject these patients to needless gas- 
trectomy. The resectionists, on the other 
hand, believe that primary gastrectomy is a 
more satisfactory therapeutic measure in that 
while treating the emergency, it is aimed at 
cure of the underlying disease rather than 
palliation, and that it can be accomplished 
with equai or even superior results in terms 
of mortality and morbidity. However, the 
evidence indicates that a large proportion of 
conservatively managed patients continue to 
suffer from their ulcer disease, and a signifi- 
cant number of these require further surgi- 
cal treatment. 


Ir IS UNFORTUNATE that the subject of pre- 
and postoperative care has been treated as the 





*Presented at the 57th Annual Meeting of the Wyoming State 
Medical Society at Jackson Lake Lodge, September 7-19, 1960. 
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Primary gastric resection 


In 1952, certain criteria were established to 
be used at the Mayo Clinic in the selection of 
patients who would be treated by primary — 
gastrectomy for perforated peptic ulcer. 
These were: (1) age (less than 55 years), 
(2) condition of the patient, (3) amount of 
soilage in the abdomen, (4) duration of per- 
foration (4 hours or less) and (5) condition 
of the duodenum. 


It was soon realized that these criteria 
were far too stringent, and as our experience 
increased, the criteria were broadened and 
expanded so that, as will be shown later, con- 
siderable latitude is now allowed in the selec- 
tion of patients for primary resection. 


Since this program was started, 181 pa- 
tients with acute perforation have been seen 
at the Mayo Clinic through 1958. Of these, 
21 were treated by primary resection. Nine- 
teen of the 21 were males and two were fe- 
males. Ages ranged from 20 to 67 years, with 
an average of 48.9 years. A history of peptic 
ulcer varying from two months to more than 
20 years in duration was elicited. One patient 
had had a perforation on a previous occasion 
and had been treated by simple closure, three 
had noted gastrointestinal bleeding in the 
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stepchild of medicine and surgery. It is only 
within the past decade that its importance 
has been brought to the fore. There are many 
conflicting views concerning fluid and elec- 
trolyte balance. This short review will present 
the material which has worked successfully in 
the hands of the author. 


W ater 


This substance makes up about 70 per cent 
of the total body weight in the average normal 
adult. About 80 per cent of the body fluid is 
found in the cells, and the rest is extracellular 
(interstitial spaces and blood vessels). In 
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obese patients the total body water may be 
less than 40 per cent; hence, such individuals 
do not tolerate fluid imbalance well. It is 
important to have a simple method of de- 
termining the patient’s water needs and water 
balance. Usually this can be determined easily 
and quite accurately by utilizing the rule that 
the average patient must be given enough 
water to permit him to urinate between 750 
and 1,000 ce. per day. Numerous factors, such 
as excessive perspiration, diarrhea, respira- 
tory rate, drains, fistulas and nasogastric 
siphonage, alter the urinary output and water 
needs; these require individual correction. 

It has been stated that the daily amount 
of water ingested in food is approximately 
1,500 cc. An additional 5,500 cc. of water or 
potential water enters the esophagogastric- 
intestinal tract per 24 hours as: saliva 500 cc., 
gastric juice 1,200 cc., bile 600 cc., pancreatic 
juice 1,200 cc., and succus entericus 2,000 ce. 
This constitutes a total of 8,000 cc., which 
is 11 per cent of the body weight and over 
half of the extracellular water. Not all of 
this is present in the gastrointestinal tract 
at a given time. Water absorption most likely 
begins in the upper small bowel and con- 
tinues to and through the right half of the 
colon; normally, only 200 cc. is excreted 
in the feces. It is dangerous to state un- 
equivocally that every postoperative patient 
must have three quarts of fluid per day 
or continuous intravenous drip. The aver- 
age patient will urinate approximately 750 cc. 
of urine daily if 2,000 cc. of water is supplied. 
These rules do not pertain to the nephritic 
or the cardiac patient. If the physician wishes 
to determine rapidly the state of hydration 
of a given patient, he may test the specific 
gravity of the urine. Another method is to 
catheterize the patient and determine the 
amount of urine he puts out in one minute. 
A properly hydrated patient will void 10 
drops of urine per minute. Clinical signs of 
dehydration should be easily detected. They 
are thirst, dryness of the tongue, sunken eye- 
balls and the loss of tissue turgor. 


Primary water depletion 


In primary water depletion (esophageal 
obstruction, coma, et cetera), the extracellu- 
lar fluid becomes hypertonic, causing water 
to move from the cell to the extracellular 
space. Although the resulting intracellular 
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dehydration may be marked, there may be no 
change in plasma volume or electrolyte con- 
centration. Therefore, in this condition there 
is a small urinary output and normal or in- 
creased concentration of plasma, protein, 
and/or electrolytes. The treatment of primary 
water loss consists of water replacement. 
This is accomplished best by the administra- 
tion of adequate amounts of 5 per cent dex- 
trose in water. Since relatively small amounts 
of salt have been lost, hypotonic saline or 
amino acid solutions containing a little sodi- 
um chloride are most desirable. The average 
postoperative patient requires 1 liter of water 
to replace insensible loss (breathing and 
sweating) plus 1 liter for urinary output. 
Approximately 4 gm. (69 mEq.) of sodium 
chloride will usually replace the daily salt. 
Less salt and water are required the first 
24 postoperatvie hours because of the stress 
response to surgery. 


Sodium chloride 

Sodium chloride (salt) requirements of 
the average individual range between 4 and 
12 gm. (69 to 208 mEq.) daily. Such require- 
ments are altered by weather, heat, fever, 
suction, vomiting, and fistulas, to mention 
only a few conditions. The terms “normal 
saline” or “physiologic solution of sodium 
chloride” refer to a 0.9 per cent solution. Such 
a solution is actually unphysiologic; hence, 
it should be referred to as an isotonic solu- 
tion of sodium chloride. 

An isotonic solution of sodium chloride 
contains 154 mEq. of sodium per liter. The 
sodium content of extracellular fluid is 142 
mEq. per liter. Therefore, the sodium cofitent 
of an isotonic solution of sodium chloride is 
12 mEq. per liter greater than the sodium 
content of extracellular fluid. Although this 
may not be the ideal relationship, it is not 
harmful. The chloride content of extracellu- 
lar fluid is 103 mEq. per liter as compared 
with 154 mEq. of chloride per liter of isotonic 
sodium chloride. This means an excess of 51 
mEq. of chloride per liter of isotonic solution. 
Such a discrepancy places a load upon the 
kidneys which must maintain a constant elec- 
trolyte balance of the extracellular fluid. 
These 51 mEq. of excess chlorides and 12 
mEq. of excess sodium per liter must be 
excreted. If the kidneys are impaired, such 
a load (particularly the chloride) may be- 
come serious or even lethal. Excesses of 


continued on page 72 
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Massive small bowel resection’ 


Case report and review of the literature 


William E. Sullens, M.D., Great Falls, Montana 


The fact that patients can survive radical 
bowel resection and still lead useful 
active lives justifies the use of 


this procedure. 


EXTENSIVE RESECTION OF THE SMALL INTESTINE 
is sometimes necessary for a variety of condi- 
tions. Among these are mesenteric artery 
occlusion, regional ileitis, volvulus of the 
small bowel, and (in infants) multiple areas 
of intestinal atresia. It is important to know 
how much of the intestine can be removed 
or bypassed without danger of death or in- 
validism and how to give the patient the 
best chance of survival in those cases in 
which the safe limit must be exceeded. 

It is the purpose of this paper to present 
the case of a patient who made a good re- 
covery after having all but about 16 inches 
of the small intestine removed and to review 
the literature regarding similar cases of mas- 
sive small bowel resection. 


CASE REPORT 


A white male patient, aged 53, was admitted 
to the hospital on August 6, 1959, because of 
severe abdominal pain, vomiting, and abdominal 
distention of 24 hours’ duration. For a number of 
years he had had numerous similar, less severe 
attacks. 

Examination showed a desperately ill man in 
obvious shock. The extremities were cold and 
moist and the pulse thready with a rate of 130. 
The blood pressure was 90/58 and the temperature 
96 orally. The abdomen showed distention, gen- 





*Presented before the meeting of the Montana Chapter of the 
American College of Surgeons, Billings, Mont., November 12, 
1960. References have been eliminated because of space limita- 
tions. 
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eralized tenderness, rebound tenderness, and 
muscle spasm. No bowel sounds could be heard. 

The white blood count was 25,650 with 92 per 
cent neutrophils. X-rays of the abdomen showed 
greatly distended loops of small bowel. There was 
no free air demonstrated on an upright film of 
the abdomen. The E.K.G. was within normal 
limits. 

The patient was given 500 cc. of whole blood 
and taken to surgery. The abdomen was found to 
be filled with a thin, foul, brown fluid. The small 
bowel mesentery appeared to have a narrow 
posterior attachment, and the entire small bowel 
had rotated several times on this narrow pedicle. 
The bowel was greatly distended, black, and lus- 
treless, and at first it appeared that the entire 
small bowel was gangrenous. An interesting, but 
probably incidental, finding was the presence of 
numerous large diverticula along the mesenteric 
border of a large portion of the small bowel. 

The situation appeared hopeless at first, but 
after the bowel had been untwisted some color 
and an appearance of viability returned to a small 
part of the proximal jejunum and terminal ileum. 
It was necessary to resect about 16 feet of gan- 
grenous bowel, leaving only about eight inches of 
jejunum and eight inches of ileum. An end-to-side 
anastomosis was performed, the end of the je- 
junum being anastomosed to the side of the ileum 
because of the great difference in size of the two 
ends of the bowel. One thousand cc. of whole 
blood was given during the operative procedure. 
The patient’s condition improved after the ne- 
crotic bowel had been removed, and he left the 
operating room in fairly good condition. 

The report of the pathologist, Dr. E. J. Eich- 
wald, gave the length of the resected small bowel 
after it was detached from its mesentery to be 
500 cm., or 16% feet. Microscopic examination 
showed infarction of the bowel wall and decompo- 
sition of the mucosa. 

The patient was kept on stomach suction for 
four days postoperatively and then started on a 
gradually increasing diet. He began to have fre- 
quent loose bowel movements on the fifth post- 
operative day. The blood electrolytes were checked 
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frequently, and there was no difficulty keeping 
them within the normal range by the use of paren- 
teral fluids and electrolytes. 

At the end of one week the patient was taking 
six feedings daily of a low-residue diet. In addi- 
tion to his meals, he was given a food supplement 
(Meritene) in a glass of milk three or four times 
a day. The patient, who weighed 140 pounds be- 
fore his illness, dropped to 118 pounds on the 
seventh postoperative day and left the hospital 
on the fifteenth postoperative day weighing 120 
pounds. 

After discharge from the hospital the patient 
continued to have eight to ten loose bowel move- 
ments daily and several during the night. He had 
a craving for large amounts of food and liquids 
and ate five or six times a day. He ate all types 
of food except those with excessive fiber and 
roughage. He continued to take Meritene in milk, 
usually four times a day, thus adding to his diet 
54 grams of protein, 86 grams of carbohydrate, 
and 28 grams of fat, as well as vitamins and 
minerals. His total caloric intake was estimated 
at about 5,000 cal. a day. 

Medications taken by the patient included 
Nilevar, 30 mg. daily, frequent doses of paregoric, 





Fig. 1. Upper gastro-intestinal x-ray showing the 
short segment of small intestine remaining after 
surgery. Note the large diverticulum of the 
duodeno-jejunal junction. 
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mean corpuscular hemoglobin concentration 28.2 
and the mean corpuscular volume 98.2. The smear 
showed hypochromia, anisocytosis, and polychro- 
matocytosis. The picture was that of a normocytic, 
hypochromic anemia. 

The patient was readmitted to the hospital 
five and a half months after operation, and re- 
ceived 1,500 cc. of whole blood and two units of 
serum albumin intravenously. This resulted in 


A new look 


A realistic look into the future 

of medical education and practice, 
research, and health insurance. Their 
part in this nation’s way of life is 
greater than the impact upon our 


profession. 


I HAVE ASSUMED a difficult task to discuss the 
future of medical practice. As history has 
shown, in practically all fields of endeavor, 
gazing into a crystal ball can be a tricky, 
risky business. The changes of the past 30 
years have had a profound influence on medi- 
cine and our entire way of living. Looking 
back on the medical advances of the past 
three decades, it is difficult even for a physi- 
cian to realize how much has been accom- 
plished in so short a period of time. New 
drugs of many kinds, amazing new surgical 
procedures, sharp reductions in infant and 
maternal mortality, tighter control over in- 
fectious diseases, better understanding of 
mental disease, expansion of public health 
activities, more and better hospital facilities, 
increased basic and clinical research, the phe- 
nomenal growth and development of volun- 
tary health insurance—these and many other 








*Banquet address delivered at New Mexico Medical Society, 
Albuquerque, N. M., May 10, 1960. Dr. Robins is a member of 
the Board of Trustees, American Medical Association. 
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marked improvement of the patient and disappear- 
ance of the edema. From that time on the patient 
has shown gradual improvement and weight gain, 
and a decrease in the frequency of bowel move- 
ments. By eight months after the operation the 
patient was able to return to his work as a cus- 
todian in a public school. 

When last examined on October 21, 1960, 14 
months after the surgery, the patient weighed 138 


continued on page 74 


in medical practice 


R. B. Robins, M.D., Camden, Arkansas 


factors have contributed to our dramatic 
medical progress. 

Yet, much of it was not predicted or even 
dreamed of only 30 years ago. And so, as we 
look ahead into the age of electronics and 
atomic energy, we can only guess that future 
advances will be even more dramatic, un- 
believable—and unpredictable. We can, how- 
ever, examine the past and present for help- 
ful guideposts and hints of new directions. 
Basing our prognostications on current 
knowledge and trends, we can indulge in 
a few so-called “educated guesses” on the 
future. With those qualifications in mind, 
let me offer some ideas which I hope you 
will regard as conjecture more than as pre- 
diction. Later on, I also should like to stress 
certain problems or challenges which are 
closely bound up with the future of medical 
practice. 


Expected developments 

The future undoubtedly will bring a great 
number and variety of advances in the tech- 
nology of medicine, many of them now un- 
foreseeable. Electronics and atomic energy 
will be used more and more extensively in the 
diagnosis and treatment of disease. Chem- 
istry will play an increasingly important role 
in providing new tools for detecting and 
fighting pathologic processes in the body. 
Synthetic foods probably will be used to 
augment diet and improve nutrition. Unfor- 
tunately—human nature being what it is— 
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the number of deaths from automobile acci- 
dents will continue to increase. On the 
brighter side, I think it is safe to say that 
most of the communicable diseases will prob- 
ably be eradicated. Tuberculosis will join 
poliomyelitis as one of the scourges of the 
past. Present and future research will lead 
to much better understanding of arterioscle- 
rosis, hypertens:on, coronary disease, chronic 
nephritis and rheumatic fever. 

The tremendous amount of cancer re- 
search now under way will bring about new 
knowledge of the causes, treatment and con- 
trol of that disease. Diabetes will be treated 
without injections, as is now the case with 
certain mild forms of the condition. The 
chemical nature of some types of mental ill- 
ness will be discovered, and they will be- 
come amenable to cure or control by drugs. 
Because of the increasing number of older 
people, degenerative disease will become of 
greater and greater concern to the practicing 
physician. 

There will be increased interest and 
better coordination of effort in the total re- 
habilitation—physical, mental and social—of 
the handicapped and the chronically ill. As 
more and more conditions become prevent- 
able or amenable to medical therapy, the 
field of surgery will be narrowed. The future 
will bring greater emphasis on keeping peo- 
ple healthy—on promoting the maximum 
state of good health possible in each indi- 
vidual. The prevention of disease—through 
immunizations, better understanding of food 
and nutrition, periodic health examinations 
and fitness programs for youth—will increase 
in importance and public acceptance. As 
more is learned about the process of aging 
and the diseases of the aged, average life 
expectancy will continue to rise. 

We probably shall see airplanes and heli- 
copters used extensively by physicians, pa- 
tients, hospitals and medical centers—espe- 
cially in the more sparsely settled areas. 
Closed circuit television will be widely em- 
ployed in medical education and also for 
long-distance consultation and exchange of 
information between physicians. Hospitals 
will call upon automation to increase their 
efficiency and help decrease their costs. To 
keep pace with the medical needs of our 
rapidly growing population, which in the 
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00 


next 20 years is expected 
200 million, there will b« 
in our medical education 
the expansion of existing medical schools 
and the creation of new schools by universi- 


1 


ties which do not now | 


to reach well over 
marked increase 
facilities—through 


fe such programs. 


Trends in organization 

The organization of medical practice will 
undoubtedly change in the 
evitably, I think, there will be a continuing 
trend toward group practice in clinics. These 
clinics will be staffed and 
nish complete care for the 
tient, and an increasingly 


years ahead. In- 


equipped to fur- 
ambulatory pa- 
large segment of 
the population will patronize their services. 
However, I do not agree with those who 
predict the eventual extinction of the solo 
practitioner. There still will be many mil- 
lions of people—regardless of whether they 
live in metropolitan centers, 
rural areas—who will 

an individual physician for 

their families. For thes« 
of family physician may emerge to take the 
place of the present general practitioner. 
His work, in the opinion of some, will con- 
sist primarily of internal 1 
and psychiatry—with the 
of office procedures i 


small cities or 
the attention of 
themselves and 
people, a new type 


1edicine, pediatrics 
possible addition 


orthopedics, gyne- 


cology and minor surgery. However, this 
whole question of group practice versus solo 
practice is closely related to the issue of 


specialization versus ge! 
people flatly predict tl the trend toward 
specialization will continue and that the 
general practitioner is on the way out. Here 
again, I cannot agree because of several im- 
portant factors which den 
eration. 

First, during the past 
been a definite revival interest in general 
practice, sparked mainly by the activities 
and policies of the American Academy of 
General Practice and the American Medical 
Association. As a result, an 


eral practice. Some 


and serious consid- 


10 years there has 


increasi ng num- 


ber of medical schools and hospitals are 
developing educational programs focused on 
preparation for general practice. 

Second, the decentralization of medical 


practice—marked among other things by the 
shift of big city populations to suburbs and 
outlying towns, and by placement programs 
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Cyrus W. Anderson, M.D. 
President, Colorado State 
Medical Society, Denver 


12:30—Registration and Commercial Exhibits 
open—Empire Room. 

2:00—House of Delegates—Colorado and Centen- 
nial Rooms. 

4:00—Reference Committee meetings. 


5:00—Registration and Exhibits close for day. 


8:30—Registration and Exhibits—Empire Room. 
SCIENTIFIC PROGRAM—Lincoln Room 
8:55—Official welcome, Cyrus W. Anderson, M.D. 
Presiding—Mark Morris, D.V.M. 
9:00—“Introduction of Foreign-borne 
Into This Country,” Col. Fred Maurer. 
9:30—“Cardiovascular Diseases in Animals and 
Man,” David Detweiler, V.M.D. 
10:00—Intermission to View Exhibits, Empire 
Room and Lincoln Room, Lobby. 

10:30—“Federal Laws and Medical Research,” 
General J. A. McCallam, V.M.D ° 
11:00—‘“‘Food Additives and Public 
Charles Durbin, V.M.D. 
11:30-12:00—Panel Discussion. 
Moderator: Mark Morris, D.V.M. 


Diseases 


Health,” 


iS WOMAN'S 
AUXILIARY 





au W : | 


*Your check made payable to Colorado State Medical 
Auxiliary should accompany reservations for the 
Brunch and sent to Mrs. Mack Clayton, 205 Krameria, 
Denver 20, Colorado 


for SEPTEMBER 1961 


A 4 ava 

An s,E€SSION 
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combined with 


October 1-4, 1961—Shirley-Savoy and Brown Palace Hotels 


Presiding: Cyrus W. Anderson, M.D. 
2:00—“Some Clinical and Pathological Correla- 
tions With Roentgenograms in Arthritis,’ Charley 
J. Smyth, M.D., Univ. of Colo. Med. Center, Denver 
2:15—“The Hip _ Prosthesis 
Matchett, M.D., Denver 
2:30—“The Use of Shunting Procedures in the 
Treatment of Hydrocephalus,” Charles G. Freed, 
M.D., and Harry R. Boyd, M.D., Denver 
2:45—“Human Life Experiences and Their Rela- 
tion to Cholesterol Metabolism as Studied by 
Animal Experimentation,” Murray S. Hoffman, 
M.D., Denver 

3:00—Intermission to View Exhibits. 
3:30—“Colorado Tick Fever,’ Gordon Meiklejohn, 
M.D., and Reginald H. Fitz, M.D., Univ. of Colo. 
Medical Center, Denver 

3:45—Presidential Address, V. V. Anderson, M.D., 
President-elect, CSMS, Del Norte 

4:15—“The Concept of Therapeutic Corneal Trans- 
plantation,” Albert P. Ley, M.D., Denver 
4:30—House of Delegates, Colorado and Centen- 
nial Rooms. 
7:00—Stag Smoker 


Story,” Foster 


Lincoln Room. 





Ninety-first Annual Session 
Colorado State Medical Society 


9:45 a.m.—Combined Board and Annual Meeting, 
open to all members—Empire Room. 


12:00 noon—Brunch, Savoy Room—$3.00*. 
Post-Convention Board Meeting Following Brunch 
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lark Morris, D.V.M 
President, American 
Veterinary Medicine 
Association, Allenspark, 
Colorado 








mes H. Sterner, M.D. 
Chairman, Council on 
Occupational Health, and 
Medical Director, Eastman 
Kodak, Rochester 


C. Baird, M.D. 

Iember, Council on 
iccupational Health and 
ledical Director, Humble 
til and Refining Co., 
ouston 


Col. Fred Maurer 


Army Medical Research 
Laboratory, Fort Knox 


Donald J. Birmingham, M.D. 
Medical Director, Chief, 
Dermatology Section, Public 
Health Service Occupational 


Health Research and Training 


Facility, Cincinnati 


Robert R. Yanover, M.D. 


Chairman, Medical Advisory 
Boards of Human Resources 


Foundation and of 
Abilities, Incorporated, 
Albertson, New York 


David Detweiler, V.M.D. 


School of Veterinary 
Medicine, University of 
Pennsylvania 


W. Daggett Norwood, M.D. 


Manager, Health Operation, 
General Electric Company, 
Hanford Atomic Products 
Operation, Richland, 
Washington 


R. Lomax Wells, M.D. 
Medical Director, Chesapeake 
and Potomac Telephone 
Company, Member, Council 
on Occupational Health, 
Committee on Public and 
Professional Affairs, 
Washington, D. C. 


Gen. J. 


A. McCallam, V.M.D 
American Veterina! 
Medicine Associatio 
Washington, D. C 


Elston L. Belknap, M.D 


Professor and Director of 
Department of Occ 

and Environmental 
Marquette University S« 
of Medicine, Milwaukee 


Leonard E. Himler 
Member American M 
Association Committe 
Mental Health in Ind 
Mercywood Sanitari 
Ann Arbor, Michigar 
























Charles Durbin, V.M.D, 
Director, Veterinary D 
Food and Drug 
Administration, 
Washington, D. C. 


Henry F. Howe, M.D. by Pri 
Part-time Plant Physit@ejate | 
Procter & Gamble Cotiering 
Member Council on fessor 
Occupational Health gicine, 
Committee on Public ajeinnati 
Professional Affairs, 
Cohasset, Massachusett 





Cecil Wittson, M.D. fin N 
Director, Psychiatric §& Ch: 
Institute, University of gupati 
Nebraska, Omaha @irma 
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V-M.D. bara P. Wagner, R.N. James G. Gaume, M.D. Edward C. Holmblad, M.D. _O. A. Sander, M.D. Roger S. Mitchell, M.D. 
—— D -tor of Nurses, Standard Chief Space Biotechnology, Chairman, Medical Committee Clinical Professor of Associate Professor of 
: ompany (New Jersey), Martin Company, Denver of the President’s Committee Occupational and Medicine, University of 


















e y York City on Employment of the Environmental Medicine, Colorado Medical School, 
a | Physically Handicapped, Marquette University School Denver 
| Chicago of Medicine, and 


Consultant in Occupational 
Medicine, Milwaukee 

















j 
M.D. J. Princi, M.D. Arthur J. Vorwald, Ph.D., M.D. Giles F. Filley, M.D. Robert F. Bell, M.D. E. S. Jones, M.D. 
t Physit@pciate Director of Professor of Industrial Assistant Professor of Acting Head, Division of Member, Council on 
ible Conttering Laboratory and Medicine, Wayne State Medicine, University of Industrial Medicine, Occupational Health, Privat 
ilon  jfessor of Industrial University College of Colorado Medical School, University of Colorado Practice of Occupational 
lealth icine, University of Medicine, Detroit Denver Medical School, Denver Medicine, Hammond, Indian 
Public aipinnati 
‘fairs, 
achusett 





D. _ fin N. Newquist, M.D. Mr. Theodore C. Waters Samuel P. Newman, M.D. Mr. John E. Linster Mr. Harold C. Thompson 
latric § Chairman of Council on Attorney at Law, Orthopedist, Vice President, Employers Counsel, Colorado State 
rsity of Bupational Health, Baltimore Chairman, American Medical Mutual of Wausau, Compensation Insurance 
ha @irman of Council’s Association Council on Wausau, Wisconsin Fund, Denver 

Mumittee on Public and Scientific Assembly, Denver 


Bfessional Affairs, 
Dsultant in Occupational 
lth, Clearwater, Florida 





Presiding: James H. Sterner, M.D. 
9:00—Welcome, Cyrus W. Anderson, M.D. 
“Problems in Occupational Dermatoses,” Donald 
J. Birmingham, M.D. 

“Radioactive Material in the Body—Detection and 
Treatment,’ W. Daggett Norwood, M.D. 
10:30—Intermission to View Exhibits at Shirley- 
Savoy Hotel. 

11:00—“Diagnosis of Occupational Illness by the 
General Practitioner,” Elston L. Belknap, M.D. 
“Relationship Between the Plant Physician and 
the Family Physician,’ Henry F. Howe, M.D. 
12:00— Adjournment. 


Presiding: V. C. Baird, M.D. 

2:00—“Efficient Utilization of the Worker,” Robert 
R. Yanover, M.D. 

2:30—Symposium: “Specific Problem Areas in 
Efficient Utilization.” 

“The Woman Worker,” R. Lomax Wells, M.D. 
“The Worker With a Neurological Disorder,” Harry 
E. Tebrock, M.D., Medical Director, Sylvania Elec- 
trical Products, Inc., New York City 

“The Worker With Emotional Problems,” Leonard 
E. Himler, M.D. 

“The Older Worker,” Cecil Wittson, M.D 

“The Role of the Occupational Nurse,’ Miss Sara 
P. Wagner, R.N. 

3:00—Intermission to View Exhibits at Shirley- 
Savoy Hotel 

3:30-5:00 





Symposium Continued 


7:30—Annual Banquet. “Problems of Survival in 
Space,” James G. Gaume, M.D. 


Edward C. Holmblad, M.D., Chairman, Medical 
Committee of the President’s Committee on Em- 
ployment of the Physically Handicapped, will 
present this year’s award to Lee D. Cady, M.D., 
Manager, Veterans Administration Hospital, 
Houston, Texas. 

Annual Presentation of Awards and Fifty-year 
Pins of Colorado State Medical Society by Cyrus 
W. Anderson, M.D., President. 


8:00—House of Delegates, Colorado State Medical 
Society—Shirley-Savoy Hotel. 
Presiding: O. A. Sander, M.D 
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9:00—-“Etiology and Diagnosis of Emphysema,” 
Roger S. Mitchell, M.D 


9:30—Panel: “Dust Diseases of the Lungs, Diag- 


nosis, Evaluation and M yement.”’ 
Moderator: O. A. Sander, M.D 

Participants: Frank J. Princi, M.D.; Arthur J 
Vorwald, Ph.D., M.D.:; Gil F. Filley, M.D., 


Robert F. Bell, M.D 


10:30—Intermission to Vi: 
Savoy Hotel 


11:00—Panel Continued 


12:00—Adjournment. 


Exhibits at Shirley- 


Installation of Colorado State 
Officers. 


Medical Society 


Presiding: E. S. Jones, M.]I 


2:00—“Workmen’s Compensation,’ Melvin N 
Newquist, M.D., and Mr. Theodore C. Waters. 
3:00—Panel: “Medical, I and Administrative 
Aspects of Workmen’s Compensation.” 
Moderator: Melvin N. Newquist, M.D 
Participants: Samuel P. Newman, M.D.; Mr. John 
E. Linster; Mr. Harold C. Thompson; Mr. Theodore 


C. Waters. 


5:00—Adjournment. 


It is mandatory under ths aws of the Colorado 
State Medical Society that each new member at- 
tend the annual Orientat Course during the 
first year of his Active Membership unless he has 
availed himself of the opportunity to attend the 
Course prior to Active Membership. The Courss« 
is given semiannually either just prior to or im- 
mediately following the Annual Session and the 
Midwinter Clinical Sessi 


The Course is open to a ther members and to 
any doctor of medicine wl 
ciety membership. 


s contemplating So- 


The Course opens promptly at 8:30 a.m. and con- 
tinues throughout the day 
breaks” and a buffet luncl 


th appropriate “coffee 
complimentary to all 


who have officially registered for the Course. 
The complete program of the Orientation Course 
will be published in the pocket-size program which 


will be mailed to all members 
advance of the Session 


of the Society in 
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Mayo Fellows locating in Colorado 

The following doctors, who have been Fellows 
in the Mayo Foundation in Rochester, Minnesota, 
will be located in Colorado: 

John W. Posey, M.D., Urology—Denver 

Stephen Engel, M.D., Surgery—Denver 

E. Duane Beringer, M.D., ObGyn—Greeley 


Obituaries 


Young Brighton doctor passes on 

Harry Kurachi, M.D., died on July 8, 1961, in 
his home in Brighton at the age of 36. Dr. Kurachi 
was born in Longmont, Colorado, on August 23, 
1924, and lived in Henderson and Brighton as a 
youth. He attended elementary schools in both 
Adams County communities and was graduated 
from Brighton High School in 1942. 

He was a graduate of Colorado College and the 
Colorado University School of Medicine in 1950 
and was an intern and resident at Presbyterian 
Hospital in Denver. During World War II he 
served overseas with the Army’s 442nd battalion. 
Just three years ago he opened his 
Brighton, Colorado. 

Dr. Kurachi was a member of the Aurora- 
Adams Medical Society, the Colorado State Medi- 
cal Society and the Brighton Optimist Club. 

Survivors of this young doctor include his 
wife, two daughters and his mother. 


office in 


Plastic surgeon passes away 

Lawrence M. Gwinn, Jr., died in Leadville on 
June 10, 1961. Dr. Gwinn, the son of Dr. Lawrence 
M. Gwinn, who practiced for years in Fairplay and 
Denver, was born in Denver on January 9, 1918, 
and attended college and medical school at Colo- 
rado University. He graduated from Colorado 
University and took training at Colorado General 
Hospital, Charity Hospital in New Orleans, Louisi- 
ana, Children’s Hospital in Denver, Kansas Uni- 
versity Medical Society and the Corwin Hospital 
in Pueblo, Colorado. 

Dr. Gwinn was board eligible in plastic surgery 
and did general surgery in addition. 

He is survived by his wife, two daughters and 
a son. 


Salida surgeon succumbs 

C. Rex Fuller, surgeon at Denver and Rio 
Grande Hospital at Salida, Colorado, died on June 
6, 1961. Dr. Fuller was born in Emerson, Nebraska, 
on March 4, 1892, and attended public schools in 
Nebraska. He graduated from the University of 
Nebraska Medical School and was licensed to 
practice in Colorado in 1916. Taking special train- 
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ing in surgery, he limited his work to surgery 
since 1929. 

He was a member of the Chaffee County Med- 
ical Society, the Colorado State Medical Society 
and the American Medical Association. 


Delegates’ report on 110th Annual Meeting 
of the American Medical Association, 


New York City, June 25-30, 1961 


Kenneth C. Sawyer, M.D., Senior Colorado A.M.A. 
Delegate* 

The 110th Annual Meeting of the American 
Medical Association was held in New York City 
from June 25 to June 30, 1961. It was an excellent 
meeting and was very well attended. Total regis- 
tration was 64,679, making it the biggest A.M.A. 
meeting in history. Of this number 23,083 were 
physicians. Many of the delegates and members 
arrived several days before the A.M.A. meeting 
to attend gatherings of speciality groups and 
other organizations of interest to various seg- 
ments of the A.M.A. membership 

The Civil Defense program on Saturday, June 
24, conducted by Major General Oliver K. Niess, 
was one of great interest, but was at a time when 
no members of the official Colorado delegation 
could be present. The proceedings of the meeting 
will be on file in the executive offices of the 
Colorado State Medical Society. 


Conference of Presidents 

On June 25, as is customary, on the Sunday 
preceding the A.M.A. Annual Meeting, the Con- 
ference of Presidents and Other Officers was held 
in the Grand Ballroom of the Statler Hotel. At- 
tendance was unusually good, exceeding most of 
the meetings of the conference which have been 
attended by the Colorado delegation. The program 
was interesting, with President Donald Conzett 
conducting the meeting in his usual efficient man- 
ner. Making some very complimentary remarks 
he introduced Dr. Kenneth C. Sawyer, who gave 
a short talk on the future responsibilities of the 
conference, stressing the history, past achieve- 
ments of the conference, and describing what he 
felt should be its future goals. 

Dr. Sawyer called on the physicians attending 
the meeting to “consolidate the efforts of our 
individual societies to espouse the traditional 
ideals of our profession.” He said the medical 


*Editor’s note: Colorado is proud that Dr. Sawyer was in- 
stalled as President of the Conference of Presidents and other 
officers of State Medical Societies at the New York meeting. 
He was also elected a member of the A.M.A.’s Council on 
Medical Education and Hospitals at this same meeting. 
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profession would march into the new era “proudly 
bringing with us our deep convictions for self- 
determination and individual freedom.” 

Describing the new responsibilities of the 
conference, Dr. Sawyer said, “These responsibili- 
ties, I believe, are to continue to provide a forum 
for the broad spectrum of current affairs that 
affect our profession and the nation. Furthermore, 
we must accept the full responsibilities of leader- 
ship within our ctate medical organizations. As 
individuals we must go back to our separate states 
and do our utmost to overcome the defeatism 
and apathy of some of our colleagues. We must 
continually re-examine our principles and make 
them known to our friends.” 

Following Dr. Sawyer’s discussion, Mr. Richard 
W. Wright, a fine citizen of our own state and 
community, gave a very dynamic talk entitled, 
“A View of Our National Labor-Management 
Policy.” 

Mr. Wright pointed out in his talk that the 
relationship between labor negotiations, the gov- 
ernment, and our free enterprise system is not 
exactly in tune. He casts a great shadow of doubt 
upon government interference either for labor 
or for industry and gave many specific illustra- 
tions which indicated quite clearly that neither 
labor nor management were entirely responsible 
for our spiraling inflation. The talk was very well 
received and everyone from Colorado was proud 
that Mr. Wright appeared on the program. 

Following Mr. Wright, Congressman Durward 
R. Hall, a physician from Springfield, Missouri, 
and member of the House of Delegates of the 
A.M.A., delivered a talk entitled, “Is the Effort 
Worth It?” It was a very basic and stimulating 
discussion, as Dr. Hall had given up a rather 
lucrative surgical practice in his community to 
spend full time in the Congress of the United 
States. He did not consider this to be anything 
but his duty as a citizen. His discussion, brilliantly 
delivered, inspired everyone in the large audience, 
and, I am sure, sent them away determined to 
be better citizens. 

A medical missionary, Archibald G. Fletcher, 
from Glendale, California, and Kirja, India, gave 
a beautifully illustrated lecture on the recent 
experiences in the medical missionary field. It 
was quite obvious from listening to his remarks 
that the road to better understanding and world 
peace could be brought about faster through this 
particular type of work than through diplomacy 
or intervention of the armed services. 

The key discussion of the day was an address 
by Honorable Walter R. Judd, M.D., Congressman 
from Minnesota. His talk was entitled, “The Medi- 
cal Missionary as a Representative of American 
Medicine.” Dr. Judd is a fine orator, a Christian 
gentleman, a good doctor and citizen. His discus- 
sion held everyone in the audience in suspense. 
Later in the week he was awarded the A.M.A. 
1961 Distinguished Service Award for his contri- 
butions as a medical missionary, humanitarian 
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and statesman, devoted to world peace. 


Following Dr. Judd’s talk, Dr. Sawyer was 
installed as President of the Conference of Presi- 
dents and Other Officers of State Medical Soci- 


eties. The meeting was then adjourned. 


Colorado’s delegation 

The official delegation from Colorado sorely 
missed the steadying and firm influence of our 
Delegate, Dr. E. H. Munro, who was ill in the 
hospital, and Alternate Delegate Dr. Harlan 
McClure could not leave 
was introducing a new asso to the community 
Our official delegation consisted of Dr. Cyrus W. 
Anderson; Dr. V. V. Anderson; Dr. Kenneth C 
Sawyer; Dr. I. E. Hendryson; Dr. Clare C. Wiley; 
who replaced Dr. Munro; Dr. Gatewood C. Milli- 
gan, Dr. Sawyer’s Alternate; Mr. Harvey Sethman 


practice because he 


and Mr. Don Derry. We were also proud and 
happy to have many members of the Colorado 
Woman’s Auxiliary with us, as well as members 
of the various A.M.A. Councils. These council 
members included: Dr. Fred Humphrey, Chairman 
of the Council on Rural Health; Dr. Samuel P. 
Newman, Chairman of the Council on Scientific 
Assembly; and Dr. McK Phelps, Co-chair- 
man of the Council on Legislation 

The Colorado Headquarters Suite, while mod- 


est, was well appointed. TI 
banners and pamphlets 
beauty and hospitality of C 


were many posters, 
tolling the comfort, 
rado. I am sure that 


all of us are aware that the Interim Meeting will 
be heid in Denver, November 27-30, 1961. In addi- 
tion to the liquid libation offered in the Head- 
quarters Suite, smoked trout, Black Canyon cheese 


and crackers were available to our many friends 
from other state delegations and our own Colo- 
rado members. The headqu 
innumerable people. All of the 
with a beautiful Colorado 


rters was visited by 
guests were greeted 


arnation. 


Actions of the House of Delegates 


At the opening session at 10 a.m. on Monday, 
June 26, the agenda was both interesting and 
active. Dr. E. Vincent Askey of Los Angeles, the 
retiring A.M.A. President, who has been a won- 
derful friend of Colorado, the Rocky Mountain 


Empire, and all of the doctors in this country, 
gave a very interesting speech. He challenged 
the physicians and medical organizations to re- 
examine their own efforts to strengthen and im- 
prove medicine. He deplored and was worried 
about the defeatism and failure to accept respon- 
sibility for answering criticisms. Though he in- 
dicated that he felt the future of medicine was 
assured, we could detect by his remarks that he 
was a little worried about the apathy, not only 
of the general populace of our country, but also 
about the men practicing medicine. 

Dr. Leonard Larson, the new President, called 
upon our profession to strengthen the methods 
of self-discipline in both the state and county 
societies. He added that physicians must be con- 
cerned with improper or incompetent practice 
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and unethical accidents of all kinds. Some of his 
remarks were over-stressed by the press. I am 
sure that he did not mean to convey that the 
practicing physicians of the country were not 
carrying their share of the load. 

At this same meeting the 1961 Goldberger 
Award in Clinical Nutrition was presented to Dr. 
Fredrick J. Stare, Chairman of the Department 
of Nutrition at Harvard Medical School. His re- 
marks were well put and well accepted. Person- 
ally, I feel that this was a great honor for a young 
doctor. 

In addition to the many supplementary reports 
of the Board of Trustees, Officers and Councils, a 
total of 150 resolutions were presented for con- 
sideration and action. It was a very active meet- 
ing. I am sure that all of the material submitted 
in this report will have been published by the 
time you read this. Some of the important mat- 
ters considered were as follows, with many of 
them centered around Reference Committee on 
Miscellaneous Business, of which I was Chairman: 


In a major move designed to strengthen the 
profession’s disciplinary mechanism, the House 
approved the conclusions and recommendations 
of the Medical Disciplinary Committee with only 
slight changes. The House discharged the com- 
mittee with thanks and commendation and di- 
rected that its function be assumed as a continu- 
ing activity of the Judicial Council. 

One really significant recommendation was 
passed that “the by-laws of the American Medi- 
cal Association be changed to confer original 
jurisdiction on the association to suspend or revoke 
the A.M.A. membership of a member guilty of a 
violation of the principles of medical ethics or 
the medical policy of the American Medical 
Association regardless of whether action has been 
taken against him at a local level.’ Another “en- 
courages and urges that each state association 
report annually to the American Medical Asso- 
ciation all major disciplinary actions taken within 
its jurisdiction during the preceding calendar 
year.” 

The report urged state and county medical 
societies to utilize their grievance committees as 
“grand juries” to initiate action against an of- 
fender so as to obviate the necessity of making 
an individual member of a medical society com- 
plain against a fellow member. 

It is also suggested that each medical school 
develop and present a required course in ethics 
and socio-economic principle and that each state 
board of medical examiners include questions on 
ethics and proper socio-economic practices on all 
examinations for license. 

This was interesting and revealing. It is very 
difficult to find an attractive place in the curricu- 
lum of most modern medical schools to have this 
material presented. This particular report con- 
cluded with the recommendation that American 
medicine at the national, state and local levels 
maintain an active, aggressive and continuing 
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interest in medical disciplinary matters so that 
by the demonstration of good faith, medicine 
will be permitted to continue to discipline its own 
members when necessary. 


Osteopathy 


In considering a report of the Judicial Council 
and three resolutions on the subject of osteopathy, 
the House of Delegates agreed with the intent 
of the report and resolutions, but instead adopted 
the following statement of A.M.A. policy: 

“1. There can never be an ethical relationship 
between a doctor of medicine and a cultist, that 
is, one who does not practice a system of healing 
founded on a scientific basis. 

“2. There can never be a majority party and 
a minority party in any science. There cannot be 
two distinct sciences of medicine or two different, 
yet equally valid systems of medical practice. 

“3. Recognition should be given to the transi- 
tion presently occurring in osteopathy, which is 
evidence of an attempt by a significant number 
of those practicing osteopathic medicine to give 
their patients scientific medical care. This transi- 
tion should be encouraged so that the evolutionary 
process can be expedited. 

“4. It is appropriate for the American Medical 
Association to reappraise its application of policy 
regarding relationships with doctors of osteopathy, 
in view of the transition of osteopathy into osteo- 
pathic medicine, in view of the fact that the col- 
leges of osteopathy have modeled their curricula 
after medical schools, in view of the almost com- 
plete lack of osteopathic literature and the reli- 
ance of osteopaths on and use of medical litera- 
ture, and in view of the fact that many doctors 
of osteopathy are no longer practicing osteopathy. 

“5. Policy should now be applied individually 
at state level according to the facts as they exist. 
Heretofore, this policy has been applied collec- 
tively at national level. The test now should be: 
Does the individual doctor of osteopathy practice 
osteopathy, or does he in fact practice a method 
of healing founded on a scientific basis? If he 
practices osteopathy, he practices a cult system 
of healing and all voluntary professional associa- 
tions with him are unethical. If he bases his prac- 
tice on the same scientific principles as those 
adhered to by members of the American Medical 
Association, voluntary professional relationships 
with him should not be deemed unethical.” 

Almost everyone feels as we do in Colorado, 
that well-trained osteopaths, practicing medicine 
as we do, should be in the fold. 


Communications 


Acting upon four resolutions related to the 
association’s public relations program, the House 
adopted a_ substitute resolution directing the 
Speaker of the House of Delegates to name seven 
elected members of the House as a special com- 
mittee “to study and continually advise the Board 
of Trustees on the broad planning and coordination 
of all phases of communications of the American 
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Medical Association, so that the public and the 
members of the medical profession are properly 
and adequately advised of the policies and con- 


cern of the medical profession with respect to 
all phases and aspects of medical care for all 
people.” 


The House agreed with a reference committee 
opinion that “we have a very adequate division 
within the A.M.A. capable of implementing any 
program of communications.” The approved com- 
mittee report also said that “the Communications 
Division of the A.M.A. needs the active support 
and cooperation of the House and of all members 
of the association.” 


Surgical Assistants 

In considering a Board report and two resolu- 
tions on the subject of surgical assistants’ fees, the 
House approved the following five basic principles 
developed by the Judicial Council and the Council 
on Medical Service: 

“1. Each member of the A.M.A. is expected to 
observe the Principles of Medical Ethics in every 
aspect of his professional practice 

“2. Each doctor engaged in the care of the 
patient is entitled to compensation commensurate 
with the value of the services he has personally 
rendered. 

“3. No doctor should bill or be paid for a service 
which he does not perform; mere referral does 
not constitute a professional service for which a 
professional charge should be made or for which 
a fee may be ethically paid or received. 

“4. It is ethically permissible for a surgeon to 
employ other physicians to assist him in the 
performance of a surgical procedure and to pay a 
reasonable amount for such assistance. 

“This principle appiies whether or 
sisting physician is the referring doctor and 
whether he is on a per-case or full-time basis. 
The controlling factor is the status of the assisting 
phyician. If the practice is a subterfuge to split 
fees or to divide an insurance benefit, or if the 
physician is not actually employed and used as a 
bona fide assistant, then the practice is contrary 
to ethical principles. 

“5. Under all other circumstances where serv- 
ices are rendered by more than one physician, 
each physician should submit his own bill to the 
patient and be compensated separately.” 


not an as- 


Efficacy of drugs 

The House strongly endorsed a Board report 
which pointed out the problems that would result 
from amending the Food, Drug and Cosmetic Act 
to authorize the Food and Drug Administration 
to determine the efficacy, as well as the safety, 
of a prescription drug prior to the approval of a 
new drug application. The House agreed that 
vesting such authority in the Food and Drug 
Administration would operate to limit research, 
the marketing of drugs and the exercise of dis- 
cretion by the medical profession. 
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recognize that properly qualified physicians em- 
ployed by, or otherwise serving, medical care 
plans should not be denied professional rights 
and privileges because of their service to such 
plans,” and addition of a new item 1 under 
“Responsibilities of the Medical Care Plan,” 
which reads: “To provide the beneficiary of the 
plan with free choice of qualified physicians”; 

Reaffirmed its support of the Kerr-Mills pro- 
gram for the needy and near-needy aged and its 
opposition to any legislation of the King-Ander- 
son type, declaring that the medical profession 
“will not be a willing party to implementing 
any system which we believe to be detrimental 
to the public welfare;” 

Approved a markedly expanded drug infor- 
mation program submitted by the Board of Trus- 
tees and the Council on Drugs; 

Adopted the final report of the Special Study 
Committee of the Council on Medical Education 
and Hospitals and recommended that copies be 
sent to all medical school deans in the United 
States; 

Decided to hold the 1963 Clinical Meeting in 
Portland, Oregon, instead of Las Vegas, Nevada, 
as recommended by the Board; 

Approved a plan by the new A.M.A. Depart- 
ment of International Health to cooperate in the 
recruitment of volunteer physicians for emer- 
gency medical service in foreign mission fields; 

Agreed to an increase of $20 in the annual 
A.M.A. membership dues to be implemented over 
a period of two years: $10 on January 1, 1962, 
and $10 additional on January 1, 1963; 

Discontinued the association’s General Prac- 
titioner of the year award; 

Opposed legislative and administrative man- 
dates which would compel physicians to prescribe 
drugs, or require pharmaceuticals to be sold, by 
generic names only; 

Reaffirmed the association’s opposition to com- 
pulsory inclusion of physicians under the Social 
Security system; 

Urged immediate legislation that will provide 
strong economic motivation for the construction 
and maintenance of fallout shelters; 

Disapproved two resolutions which would have 
discontinued the scientific activities at the Clin- 
ical meeting; 

Urged immunization campaigns against both 
tetanus and influenza, and 

Asked state and county medical societies to 
give full support to the First National Congress 
on Medical Quackery to be jointly sponsored next 
October 6-7 in Washington, D .C., by the A.M.A. 
and the Food and Drug Administration. 


Election of officers 

The following officers were named at the 
Thursday session: 

Our good friend, Dr. George M. Fister of 
Ogden, Utah, was made President-Elect; Dr. 
Eustace A. Allen of Atlanta, Ga., Vice President; 
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Dr. Norman A. Welch of Boston, re-elected Speak- 
er of the House, and Dr. Milford O. Rouse of 
Dallas, Texas, re-elected Vice Speaker. 

Elected to the Board Trustees were Dr. 
Wesley W. Hall of Reno, Nev., to succeed Dr. 


Fister; Dr. Homer L. Pearson, Jr., of Miami, Fla., 
to replace Dr. Julian P. Price of Florence, S. C., 
and Dr. Charles L. Hudson of Cleveland, Ohio, 


to fill out the term of ths 
of Indianapolis. The Board named the following 
officers: Chairman, Dr. Hugh Hussey of Wash- 
ington, D. C.; Vice Chairn Dr. Percy Hopkins 
of Chicago, and Secretar Dr. James Z. Appel 
of Lancaster, Pa. 

Named to the Judicial C 
ertson Ward of San Fran 
and Dr. Elmer G. Shelley 
replace Dr. Pearson. 

Re-elected to the Cou on Constitution and 
Bylaws was Dr. Walter E. Vest of Huntington, 
W. Va. 

New members of the Cot 
ice are Dr. Charles Ashwort 
succeeding Dr. Carlton Ws 


ite Dr. Cleon A. Nafe 


ouncil were Dr. Rob- 
to succeed himself, 
North East, Pa., to 


cil on Medical Serv- 
of Providence, R. I., 
of Buffalo, N. Y., 


and Dr. Burtis Montgomery of Harrisburg, IIl., 
to succeed Dr. Charles Hudson of Cleveland. 
For the Council on Medical Education and 


Hospitals, Dr. Dwight L yur of San Francisco 
was elected to succeed Dr. John W. Cline of the 
same city, and Dr. Kenn C. Sawyer of Denver, 
Colo., was named to succeed Dr. Guy A. Caldwell 
of New Orleans 


Montanan appointed 

The Surgeon General f the United States 
Public Health Service recently announced the 
appointment of Harry V. Gibson, M.D., Great 
Falls, as a member of the Adv 
Indian Health to the Surgeon 


isory Committee on 
General. 


Obituary 


C. W. HARMS, M.D. 

Charles W. W. Harms, M.D., Great Falls, died 
unexpectedly at the age 72 on July 3, 1961, 
at his home in Great Falls. Doctor Harms was 
born on September 5, 1889, at Kansas City, Kan- 
sas. He received his B.Sc. degree from the Univer- 
sity of Nebraska in 1912 and his M.D. degree from 
the University of Nebraska College of Medicine 
in 1914. Doctor Harms practiced medicine in 
Lincoln, Nebraska, from 1919 until 1956, when 
he moved to Great Falls to accept the position as 
Cascade County physician. He was the original 
director of the present Cascade County medical 
plan and was a member of the planning board 
for the new convalescent hospital in Great Falls. 
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Proceedings of the House of Delegates 
Seventy-Ninth Annual Session, 
New Mexico Medical Society* 


May 16-17, 1961 
La Fonda, Santa Fe, New Mexico 


FIRST SESSION 

The Speaker of the House, C. Pardue Bunch, 
M.D., Artesia, called the House to order at 2:30 
p.m., in the Santa Fe Room, La Fonda, Santa Fe, 
N. M. 

The Secretary-Treasurer, T. L. Carr, M.D., re- 
ported a quorum present. The minutes of the last 
Interim Session were approved. 

The Fraternal Delegate from the Texas Medical 
Association, M. D. Thomas, M.D., El Paso, brought 
greetings from the Texas Medical Association. 

Mrs. Geraldine Blackburn, Assistant Managing 
Editor, Rocky Mountain Medical Journal, presented 
the Journal report. 

The Speaker then presented Mrs. Stanley J. 
Leland, President-elect of the Woman’s Auxiliary 
to the New Mexico Medical Society, who presented 
the Auxiliary report for Mrs. Avon Flaniken, Pres- 
ident, who was ill. 

The President, Allan L. Haynes, M.D., addressed 
the House briefly, pointing up certain business 
for special consideration and thanked the member- 
ship for their cooperation and support. 

Reports were then given by three members of 
the Bernalillo County Medical Association, Drs. 
Don D. Mabray, Glenn R. Margard and T. L. Carr, 
as to what one county medical association is doing 
to prevent the passage of the King-Anderson Bill 
and to assist in defeating the trend toward so- 
cialism. 

W. E. Badger, M.D., President-elect of the New 
Mexico Medical Society, gave the report on the 
King-Anderson Bill, which is before the House 
Ways and Means Committee and requested the 
delegates to begin a letter-writing campaign in 
opposition to this bill. 

The rules of the House were suspended and a 
resolution from the Mid-Rio Grande County So- 
ciety was passed approving William F. Wittwer, 
M.D., as the recipient of the General Practitioner 
Award and entering his name as a candidate for 
the A.M.A. award from this state. 





*Condensed from the shorthand record of Mrs. Ralph Marshall, 
reporter. Records referred to but not reproduced herein were 
distributed to all members of the House of Delegates at the 
Annual Meeting in the mimeographed Handbook, or were 
distributed to all members of the House in mimeographed form 
at the opening session. Copies of such reports are on file in 
the executive offices of the Society and are available for study 
by any member of the Society. 
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Members of the reference committees were an- 
nounced by Speaker Bunch and all business before 
the House referred to the appropriate reference 
committee. 

The meeting was declared recessed until 10:00 
a.m., Wednesday, May 17, 1961. 


SECOND SESSION 

The second session of the House was called to 
order by the Speaker, C. Pardue Bunch, M.D. 

T. L. Carr, M.D., Secretary-Treasurer, reported 
a quorum present. 

The following tellers were appointed by the 
Speaker: H. B. Johnson, M.D., Chairman; James A. 
Koch, M.D., Sidney Auerbach, M.D., and H. W. 
Sellers, M.D. 

The Speaker called for additional nominations 
for each office. 

A point of order was called for regarding nomi- 
nations being made during reference committee 
hearings, and felt that this was a usurpation of 
power by the reference committees. The Speaker 
stated that this point of order should have been 
raised at the first session, inasmuch as he had ruled 
then that nominations could be made in the refer- 
ence committees on administrative matters. The 
Speaker asked that a vote be taken to sustain the 
decision of the Speaker. No challenge was revealed 
by the show of hands. The Speaker announced the 
ruling would be sustained. 

The Speaker introduced the new field repre- 
sentative from the American Medical Association, 
Mr. Harry Hinton. Mr. Hinton stated that if there 
is anything the A.M.A. can do to be of help in any 
way, it stands ready to be of assistance. 

The Speaker turned the chair over to Allan 
L. Haynes, M.D., President, for presentation of 
a Community Service Award, given by the A. H. 
Robins Company. The Council had screened the 
applicants for the award and had selected Stuart 
W. Adler, M.D., Albuquerque. 

The Vice Speaker, Omar Legant, M.D., an- 
nounced that reports would now be heard from 
the reference committee chairmen, and asked that 
members remember that the reference committee 
hearings were the opportunities to present their 
points of view and asked that any discussions be 
as brief as possible. 


Reference Committee on 
Administrative Matters 

This reference committee met to consider the 
following items and submits this report for your 
consideration: 

1. Pages 1-4, Annual Report of the Delegates to 
the American Medical Association: The committee 
moves the adoption of this report. The motion 
carried. 

2. Page 5, Annual Report of the Constitution 
and By-Laws Committee: The committee recom- 
mends that this report be approved. This means 
that the proposed amendments to the Constitution, 
which are listed on page 5, will be voted on at 
the Interim Session of the House of Delegates in 
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November. The proposed amendment te the By- 
Laws shall be voted on at this time, and the com- 
mittee recommends and moves adoption of this 
proposed amendment to the By-Laws. The motion 
carried. 

3. Page 6, Annual Report of the Convention Site 
Committee: The committee moves ihe adoption 
of this report. At the same time the committee 
would urge that county societies wishing to be 
hosts to either thre Annual Meeting or the Interim 
Meeting be requested to submit invitations in writ- 
ing to the Convention Site Committee in adequate 
time for the committee to take action. Your refer- 
ence committee recommends that the invitation of 
the Bernalillo County Medical Association to hold 
the 1963 Annual Meeting in Albuquerque be ac- 
cepted. Three informal invitations to hold the 1962 
Interim Meeting were discussed, and it is recom- 
mended that the various county societies involved 
send a letter to the Convention Site Committee 
before the next meeting of the House of Delegates 
in November, so that the Interim Meeting for 1962 
can be chosen at least one year in advance. 

The committee moves the adoption of this sec- 
tion of the committee report. The motion carried. 


4. Page 7, Annual Council Report: In connection 
with the Necrology Report, we would like to add 
the name of H. L. January, M.D., formerly of Albu- 
querque, who died last year after the Annual Meet- 
ing. The committee recommends and moves ap- 
proval of the report of the Council, as amended. 
The motion carried. 

5. Page 11, Annual Report of the Grievance 
Committee: Your reference committee recommends 
and moves approval of this report. The motion car- 
ried. 

6. Page 12, Annual Report of the Nominating 
Committee: This report was considered as amend- 
ed by Dr. Adler at yesterday’s meeting, i.e., that 
Dr. Marcus Smith’s name is nominated to the Con- 
vention Site Committee. W. A. Stark, M.D., of Las 
Vegas, was nominated as Vice Speaker. In addi- 
tion, during the committee hearing, A. C. Rood, 
M.D., Albuquerque, was nominated for Councilor 
for three years for District III. Ear] Flanagan, M.D., 
Carlsbad, and John Conway, M.D., Clovis, were 
nominated for Vice Speaker. The reference com- 
mittee recommends the approval of the report of 
the Nominating Committee, with the additional 
nominations, which were made at the reference 
committee hearings. 

7. Page 13, Report of the Board of Trustees, 
New Mexico Physicians’ Service: (1) The com- 
mittee recommends and moves approval of this 
report. The motion carried. (2) In connection with 
this and after long deliberations by many members 
of the Society who were present, your committee 
considered the supplemental report of the New 
Mexico Physicians’ Service appearing on page 14 
of the Handbook, and the supplemental report to 
the supplemental report of New Mexico Physicians’ 
Service, which all of the delegates received shortly 
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prior to the meeting of the reference committees. 
These two supplemental reports were considered 
together, and after due ideration of the infor- 
mation and evidence presented at the meeting, 


your reference committe: 
tion of the supplemental 
report of the New Mex 

I so move. The motior 
favor, 5 opposed. 


ecommends the adop- 
rt of the supplemental 
*hysicians’ Service, and 
ed by a vote of 49 in 


8. Page 15, Report of Rocky Mountain Med- 


ical Conference Committ rhe committee recom- 
mends adoption of this and I move that the 
House of Delegates adopt this report. The motion 


carried. 

9. Page 16, Report of the New Mexico Medical 
Society Representative to the N. M. Mental Re- 
tardation Project of the ld Development Cen- 
ter: This report was approved by the committee. 
I move adoption of this report. The motion carried. 

10. Page A, Supplemental Report of the Coun- 
cil, May 15, 1961: The committee recommends ap- 
proval of this report, in 
get for 1961-62, and I move approval of this report, 
including the proposed iget for 1961-62. The 
motion carried. 


1g the proposed bud- 


11. Page B, resolut bmitted by John F, 
Conway, M.D., delegat from Curry-Roosevelt 
County Medical Society titled “Free Choice of 
Physician or Freedon Choice of Physician”: 
The committee recomms the adoption of this 


resolution, and I move adoption of this resolution. 
The motion carried. 


12. The last item to before the reference 
committee was the lett ibmitted to Roy F. 
Goddard, M.D., from the e-Medical Society, De- 
partment of Biology, University of New Mexico 


Your committee recomm<¢ that members of the 


Society be invited as g ts to our meeting and 
also recommends that the Bernalillo County Med- 
ical Association encourags is Organization in any 
way that they can to pursue their medical studies, 
and would also recommend that the members of 


the Pre-Medical Society 
they become medical st ts they will be eligible 
to become members of the Student American Med- 


ve advised that when 


ical Association. The Cl man moved the adop- 
tion of this section of t eport. The motion car- 
ried. 

We would like to thank all committees for the 
reports they submitted and the excellent work 
performed, and to thank embers of the Society 
appearing before the committee, and the coopera- 
tion all have given us especially we would like 
to thank the members of this reference committee 


for their fine assistance 

Dr. Evans then moved the adoption of the 
Reference Committee Report on Administrative 
Matters as a whole. Johr 
the motion which carried 

The Speaker, C. P. Bunch, M.D., called upon 
John J. Corcoran, M.D., Chairman, Reference Com- 
mittee on Miscellaneous Bu 





rorrens, M.D., seconded 


siness, for a report. 
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benzthiazide ‘ 


NaC 
in edema 


and hypertension 
achieves 82% of 
its diuretic effect 
in six hours’ 


NaClex works fast. Does its work quickly, 
thoroughly, safely—then lets your patient 
rest. Completes 82% of its excess fluid loss 
within 6 hours, over 96% within 12 hours} 

. .. an unsurpassed potency. Useful also in 
long or short-term treatment of congestive 
heart failure, obesity, pre-menstrual tension; 
50 mg. tablets. 

1. Ford, R. V.: “‘Human Pharmacology of a 
New Non-Mercurial Diuretic: Benzthiazide,’’ 
Cur. Ther. Research, 2:51, 1960. 

For more information, ask your Robins 
representative or write: 


A. H. Robins Company, Inc. 


Richmond 20, Virginia 
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Report of the Reference Committee 
on Miscellaneous Business 

The committee met with all members present. 

The committee recommends to the 
Delegates that: 

1. The 1961 report of the Accident Prevention 
Committee be approved. The Chairman moved 
that this report be accepted for filing. The Speaker 
reported that it would be filed. 

2. The 1961 report of the American Medical Ed- 
ucation Foundation Committee be approved. The 
Chairman moved that this report be accepted for 
filing. The Speaker reported that this report would 
be filed. 

3. The 1961 report of the Liaison Committee to 
Allied Professions and Voluntary Health Agencies 
be approved, with the change in line 6 of the word 
“arrest” to the word “disability.” The Chairman 
moved that this report be adopted, with the sug- 
gested change. The motion carried. 

4. The 1961 report of the Maternal and Pre- 
natal Mortality Committee be approved, with the 
additional item of information that the bill men- 
tioned in line 3 has become law. The Chairman 
moved that this report be adopted, as recommend- 
ed. The motion carried. 

5. The 1961 report of the Medicare Adjudication 
Committee be approved. The committee moved 
adoption of this report and that it be filed for in- 
formation. The motion carried. 

6. The 1961 report of the Rehabilitation Com- 
mittee be approved, including the additional rec- 
ommendation from the committee that the Advi- 
sory Committee to the Crippled Children’s Society 
be appointed from members of the New Mexico 
Medical Society who are serving on the Profes- 
sional Advisory Committee of the New Mexico 
Rehabilitation Center, rather than being a function 
of the Liaison Committee to Allied Professions. 
The Chairman moved adoption of this report. L. M. 
Overton, M.D., pointed up that a policy was estab- 
lished three years ago of having one liaison com- 
mittee. Dr. Overton then moved that the recom- 
mendations of the reference committee be amend- 
ed to delete the remainder of the recommendation 
following the word “approved” on the first line. 
S. W. Adler, M.D., seconded the motion, which 
carried. Dr. Corcoran then moved the adoption of 
item 6, as amended from the floor. The motion 
carried. 

7. The 1961 report of the Student Loan Com- 
mittee be approved. The Chairman moved that 
this report be accepted for filing. The Speaker 
reported it would be filed. 

8. The resolution from Valencia County Medi- 
cal Society be approved. The Chairman moved 
adoption of this resolution. The motion carried. 

9. The resolution of the Chaves County Medical 
Society be rejected because of paragraph 2. 

L. S. Evans, M.D., asked to speak in favor of 
the resolution, and observed that if you ignore 
paragraph 2 of the resolution, the entire purpose 
of the resolution is defeated. Dr. 


House of 


Evans moved 
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that recommendation N« 
mittee be rejected and 
submitted by Chaves C 
adopted. The motion w: 
kins, M.D., and carried, 
10. The resolutior 
Medical Association 
proved. The Chairman 
be adopted. The motio1 
11. The resolution of t 
ical Society be approve 
the words, “medical o 
fore the. word “policy 
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above insertion. John F 
the chair defer 
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Legislation and Public 
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coran, then introduced the 


RESOLVED: That this Ho 
the New Mexico Medical S 
County Medical Society deer 
in preparing this House 
convention, and that the 
cellent of hosts 
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The Chairman wou 
preciation to the men 
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reference committee report 


with the exception of ite1 
The Speaker turne: 
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cal administrator” be- 
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Committee Report on 
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attend meetings of the Department of Public Wei- 
fare. The committee recommends that the advisory 
committee continue to work closely with the De- 
partment of Public Welfare. Assurance was given 
that the Welfare Board would be asked to with- 
draw this resolution. 

Dr. Conway moved that this portion of the 
report down to the words, “Department of Public 
Welfare” in line 10 should be amended by insert- 
ing the sentence, “Assurance was given that the 
Welfare Board would be asked to withdraw this 
resolution” thereafter, and then complete the para- 
graph by the sentence, “The committee recom- 
mends that the advisory committee continue to 
work closely with the Department of Public Wel- 
fare,” and this recommendation, as amended, be 
filed for information purposes. The motion carried. 

(b) The committee recommends that careful 
consideration be given to the geographical location 
of the residences of those physicians appointed to 
the Advisory Committee to the Department of 
Public Welfare, so that a quorum can be obtained 
in Santa Fe on short notice. 

(c) The committee recommends that any griev- 
ances on the part of the Welfare Department 
against physicians should be referred to the Ad- 
visory Committee to the Department of Public 
Welfare for resolution. If the matter is not satis- 
factorily resolved, it may be referred to the Griev- 
ance Committee. 

Dr. Conway moved the adoption of the re- 
mainder of this portion of the report dealing with 
recommendations (b) and (c) of the committee. 
The motion carried. 

3. Page 29, Annual Report of the Civil Defense 
Committee: The committee recommends accept- 
ance of this report and that it be filed for informa- 
tion with the comments that: (a) Continued efforts 
be exerted by the New Mexico Medical Society to 
interest all physicians in the problem of Civil 
Defense; and (b) that in view of the problem of 
mass panic in civilian disaster, consideration be 
given to the appointment of a psychiatrist to this 
committee. 

Dr. Conway moved approval of this section of 
the report. The motion carried. 

4. Page 30, Annual Report of Industrial Health 
Committee: The committee recommends accept- 
ance of the annual report of this committee. The 
Chairman moved that this be filed for information 
purposes. The motion carried. 

5. Page 31, Annual Report of the Legislative 
and Public Policy Committee: The committee rec- 
ommends acceptance of this report as submitted, 
and the supplemental report on page 36. The Chair- 
man moved that this report be filed for informa- 
tional purposes. The motion carried. 

6. Page 38, Annual Report of the Medical-Legal 
Committee: The committee recommends the ac- 
ceptance of this report and moves that it be filed, 
and recommends that the committee continue its 
efforts to negotiate an interprofessiona! code with 
the Bar Association. The motion carried. 
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7. Page 40, Annual Report of the Committee on 
Alcoholism and Mental Health: The committee 
recommends the acceptance of Section 1, A, B, and 
C, and moves that it be filed for information. The 
motion carried. 

With regard to Section D, the committee rec- 
ommends the adoption of the opening paragraph 
with the following statement of clarification: By 
“action” committees is meant committees con- 
cerned with implementing such suggestions pre- 
viously made by study groups in the field of 
mental health, as the Society may deem advisable. 
The Chairman moves the adoption of this portion 
of the report. The motion carried. 

Regarding item 1 under Section D, the com- 
mittee recommends the adoption of this portion 
of the report, with the following points of clarifi- 
cation: The area of professional salaries would 
assume increased importance if the establishment 
of a teaching program were contemplated. The 
matter of salaries does not seem to be the sole 
factor involved in the difficulty of securing well- 
qualified personnel at the New Mexico State Hos- 
pital. The Chairman moved the adoption of this 
section of the report. The motion carried. 


Item 2 under Section D: The committee recom- 
mends the adoption of this portion of the report, 
with the following clarifying statement: By resi- 
dential treatment facilities for children is meant 
not necessarily a large central institution; small 
facilities in various centers of population are also 
included within the meaning of this term. The 
Chairman moved the adoption of this section of 
the report. The motion carried. 

Item 3 under Section D: The committee recom- 
mends the adoption of this, with the following 
statement of clarification: Further efforts should 
be directed toward the establishment of effective 
criteria for the retention or release of the so-called 
criminally insane, whether confined in the New 
Mexico State Hospital or in the New Mexico State 
Penitentiary as determined by the Legislature. The 
services of a committee of the New Mexico Medical 
Society should be made available to the committee 
of the New Mexico Legislature, which is presently 
working on a revision of the criminal code. The 
Chairman moved adoption of this section of the 
report. The motion carried. 

Item 4 under Section D: The committee recom- 
mends the adoption of this portion of the report, 
and the Chairman moves the adoption of this 
portion of the report. The motion carried. 

Item 5 under Section D: The committee recom- 
mends the adoption of this portion of the report, 
with the following addition: After the word “Gov- 
ernor,” insert “from a list of five physicians sub- 
mitted by the Council of the New Mexico Medical 
Society,” and add at the end of item 5, the follow- 
ing: “In the event the Governor does not see fit to 
appoint a physician to the governing board of the 
New Mexico State Hospital, we recommend that 
the five names submitted to him constitute an 
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advisory committee to the New Mexico State Hos- 
pital Board.” 

Discussion ensued. Dr. Conway then moved 
the adoption of this section of the report, with the 
following changes and additions: Before the word 
“Governor,” insert “future Governors to be asked 
to appoint from a list of five physicians submitted 
from the Council of the New Mexico Medical So- 
ciety a member of the governing board to the 
New Mexico State Hospital, and in the event the 
Governor does not see fit to appoint a physician 
to the governing board of the New Mexico State 
Hospital, we recommend that the five names sub- 
mitted to him constitute an advisory committee to 
the New Mexico State Hospital. Further, in view 
of the fact that the Hospital Board has already 
been appointed in this administration, that a medi- 
cal advisory board committee be appointed to the 
New Mexico State Hospital Committee Board.” 

William F. Blank, M.D., asked to amend the 
motion to read: “being in favor of the appointment 
in the future by the Governors,” instead of “future 
Governors.” 

The motion, as amended, carried. 

Section II. The committee recommends and 
moves the adoption of this portion of the report. 
The motion carried. 

Section II. The committee recommends and 
moves that no action be taken at this time on this 
portion of the report, since the Legislature does 
not again convene until 1963. The motion carried. 

Section IV. The committee recommends and 
moves acceptance of this portion of the report, 
with the additional recommendation to the Council 
that the Chairman of this committee be compen- 
sated the ordinary expenses of attending the an- 
nual meeting of Mental Health Representatives of 
State Medical Associations. The motion carried. 

Section V. The committee recommends and 
moves the adoption of this portion of the report. 
The motion carried. 

Dr. Conway then moved the adoption of the 
report of the Committee on Alcoholism and Mental 
Health, as amended and clarified. The 
carried. 

8. Page 46, Annual Report of the Public Health 
Committee: The committee recommends and moves 
the acceptance of this report. The motion carried. 
The committee recommends that the portion of the 
report, Section 1, dealing with referral of the study 
of industrial hazards of uranium mining in New 
Mexico to the Industrial Health Committee, be 
acted upon by the Council. 

9. Page 51, Annual Report of Mott, Reid & Mc- 
Fall: The committee recommends acceptance of 
this report and that it be filed for information. 
The motion carried. 

10. Resolution presented by Chaves County 
Medical Society, page 2 of the supplemental re- 
ports: The committee recommends and moves 
adoption of this resolution. The motion carried. 

11. Resolution presented by the Bernalillo 
County Medical Association, page 3 of the supple- 


motion 
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mental reports: The committee recommends and 
moves adoption of this resolution, with the dele- 
tion of percentage data, which could conceivably 


be misleading. The motion carried. 

12. Resolution presented by Bernalillo County 
Medical Association, page 5 of the supplemental 
reports: The committee recommends and moves 


adoption of this resolution. 

13. Supplemental 
Committee, page 7: Ths 
and moves acceptance of 
and requests that it be fi 
motion carried. 

14. Supplemental Report of the Advisory Com- 
mittee to the Board of Regents of the University 
of New Mexico, page The recom- 
mends acceptance of this supplemental report, with 
the recommendation that measures for federal aid 
to medical education now before Congress be very 
carefully studied before a decision is made by this 
Society as to the support 
committee moves that thi 
mendation, be filed for 
carried. 

15. Report of the Comn 


The motion carried. 
of the Public Health 
commiuittee 


Report 
recommends 
this supplemental report 
led for information. The 


committee 


of such legislation. The 
report, with this recom- 
nformation. The motion 
ittee on Problems of the 
Aged, page D: The committee recommends adop- 
tion of this report with the substitution of the 
word “need” for “servics in line 6 of the reso- 
lution. Dr. Conway moved adoption of this resolu- 
tion. Jack C. Redman, M.D., moved to amend the 
motion to read that this resolution be made known 
to our Senators and Congressmen. The motion, as 
amended, carried. 

I wish to thank the members of the Society 
who appeared before this committee and the mem- 
bers of the committee for the fine work they did 
in submitting this report 

Dr. Conway then moved the adoption of the 
Reference Committee Report on 
Public Affairs as a whol 
fied. The motion carried 

The resolution submitted by 
County Medical Society, which has just been re- 
ferred to the Reference Committee on Miscel- 
laneous Business and deferred for discussion, was 
now before the John J. Corcoran, M.D., 
moved that this resolution be adopted with the 
changes as mentioned before, i.e. 
words “medical or medi 
the word “policy” 
motion carried. 


Legislation and 
, aS amended and clari- 


the Santa Fe 


floor 


, insertion of the 
al administrative” 
in line 9 


before 
of the resolution. The 


Election results 


H. B. Johnson, M.D., 
mittee, reported that 
been elected: 

President-elect: R. C. Derbyshire, M.D. 

Vice President: C. Pardue Bunch, M.D. 

Secretary-Treasurer: Hugh B. Woodward, M.D. 

Councilor, District III: W. W. Kridelbaugh, M.D. 

Councilor, District VI: Harry P. Borgeson, M.D. 

Grievance Committee: Alton Pruit, M.D.: Wil- 
liam Johns, M.D.; Boese, M.D. 


Tellers Com- 
nominees had 


Chairman, 
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New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Luminal is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 
symptoms...prolongs relief in chronic 
bronchitis and emphysema. 


Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 

Isuprel® (brand of isoproterenol) HCl... 2.5 mg. 
Ephedrine sulfate .........-- Sei eeseee 12 mg. 
Theophylline ...........0-+++++05 ..-. 45 mg. 
Potassium iodide ............++55+++05 150 mg. 
Luminal® (brand of phenobarbital) ...... 6 mg. 
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Adult Dose: 2 tablespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fl. oz. 
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New York 18, N.Y. 
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New Mexico Physicians’ Service: Avon Flani- 
ken, M.D.; J. Hunt Burress, M.D.; Alfred S. Blauw, 
M.D.; Melvin Bivens, M.D.; Merril W. Brown, M.D. 

Convention Site Committee: Marcus Smith, 
M.D.; John Abrums, M.D.; Karl Bergener, M.D. 

Convention Scientific Program Committee: 
Charles Beeson, M.D.; Marcus Smith, M.D.; Coy S. 
Stone, M.D. 

Nominating Committee: H. M. Mortimer, M.D.; 
Howard Seitz, M.D.; J. A. Dillahunt, M.D.; A. L. 
Haynes, M.D.; Henry Hodde, M.D.; W. J. Hossley, 
M.D.; Jose A. Rivas, M.D. 

Speaker of the House of Delegates: Omar Le- 
gant, M.D. 

Vice Speaker, House of Delegates: John F. Con- 
way, M.D. 

The Speaker then turned the meeting over to 
the President, A. L. Haynes, M.D., who asked Drs. 
L. S. Evans, L. M. Overton and John Conway to 
escort W. E. Badger, M.D., to the rostrum. Dr. 
Haynes extended his congratulations and felicita- 
tions to Dr. Badger, the new President. Dr. Badger 
thanked the delegates for the honor and the privi- 





lege to be asked to serve as President. 

C. P. Bunch, M.D., expressed his pleasure in 
presiding over this House of Delegates for four 
of its sessions and observed that he had no qualms 
about turning the gavel over to Dr. Legant, the 
new Speaker of the Hous: 

The Speaker declared t 
of the House of Delegates 


> 79th Annual Session 
ijourned without day. 


oa TD 


Mayo Fellow locating in Cheyenne 

Donald B. Hunton, M.D., who has been a fellow 
in Internal Medicine in the Mayo Foundation in 
Rochester, Minnesota, v now be 
Cheyenne, Wyoming. 


located in 





Colorado Health Fair Exhibitt—November 22-29, 196] 


A gigantic showcase of modern medicine, with 
emphasis on “Your Health in the Space Age,” will 
be exhibited at the Denver Coliseum, Nov. 22-29, 
by the Colorado Health Fair, sponsored by the 
Colorado State Medical Society and the American 
Medical Association. 

Dozens of exhibits will be displayed at the 
Coliseum for the eight-day Fair, which is expected 
to draw more than 100,000 spectators, most of 
them junior high and high school students. 

Every student under 19 years of age in Cok 
rado and the bordering states is invited to attend 
the Fair free of cost. It is expected that most 
schools in Colorado and the bordering areas of 
Wyoming, Nebraska, Kansas and New Mexico will 
send students by the busloads to the Fair. Admis- 
sion for adults will be 75 cents 

Joining with the medical profession in staging 
the gigantic Fair will be the professional organi 
zations of the veterinarians, nurses, dentists and 
technicians in the health field. Governments: 
agencies, the armed forces and pharmaceutica! 
companies will send displays and personnel from 
all parts of the country. 


HEALTH 
SPACE AGE 


The Fair will be desig: 


to inform the public 


of progress in medical science and to stimulate 
young people to consid areers in the more 
than 150 areas of medical science and health. 


Exhibits will be varied 
an interesting story. 
The veterinary profess 


ach designed to tell 


combining on state, 
local and national level und cooperating with 
Colorado State University, will set up a small 
animal hospital and perform 
twice-a-day. Closed circuit television will carry 
these operations to the public at the Fair 

The dentists will show dentistry through the 
ages, starting with an old-fashioned dental office 
and coming up to today most modern dental 
office. 

The American Medica 
15 exhibits from Chicago, 


cesarean operations 


Association will send 
to explain the role of 


the physician in the health of the space-age man. 

Calvin Fisher, M.D., of Denver has been desig- 
nated as General Chairman of the Fair. Head- 
quarters for the Fair have been set up at 530 


Guaranty Bank Building, Denver 2, 
telephone TA. 5-8554. 


Colorado, 
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THE 
WASHINGTON 





A monthly news summary from the nation’s 
capital by the Washington Office of the A.M.A. 


The American Medical Association cited more 
than 50 reasons why the vast majority of the 
nation’s physicians believe the administration’s 
medical care program would be “bad medicine 
for the people of this country.” 

The A.M.A.’s objections to the proposal were 
spelled out in a detailed, 9l-page printed state- 
ment presented to the House Ways and Means 
Committee by Dr. Leonard W. Larson, Bismarck, 
N. D., President of the A.M.A. 

The committee held two weeks of hearings 
(July 24-Aug. 5) on the administration proposal 
(H.R. 4222) which would provide limited hospitali- 
zation, nursing home care and outpatient diag- 
nostic services for social security recipients. The 
program would be financed by an increase in 
payroll taxes on workers, employers and the self- 
employed. 

Dr. Larson declared that the administration 
program would force upon Americans a system 
of health care in which the quality of medical 


care would deteriorate, in which quality would 
become secondary to cost 

He said American medicine is the best in the 
world, medical education unsurpassed and the 
qualifications of U. S. physicians unmatched. 

“Ours is a dynamic system of health care— 
and it works,” he said. “The very fact that we 
now have 16% million Americans 65 years of age 
and older proves that it works. 

“Yet, this same system of medical care is now 
under attack. At a moment when American medi- 
cine is pre-eminent throughout the world, it is 
proposed that we adopt the very systems under 
which one European nation after another has lost 
its former leadership in medical science. 

“The staggering costs of such plans, the ad- 
ministrative problems they create—let these con- 
siderations be secondary,” he said. “The important 
thing is to see, at close range, the disruption of 
the doctor-patient relationship; the delays in ad- 
mission to hospitals; the time wasted in the over- 
crowded offices of doctors; the regimentation of 
medical practice; the effect of the program on 
medical research; the availability of medical fa- 


cilities and personnel—in other words, medicine 
in action on a government-run, assembly-line 
basis.” 

Dr. Larson said also: 

1. Congress is being asked to plunge into a 
compulsory government-operated program of 


health care for certain 


f the country’s elderly 






...in fact, the hundreds of Holsteins that 
produce City Park-Brookridge milk practically 
live in a clinic...each on controlled diets 

and skilled veterinarian care. Today’s premium 
quality City Park-Brookridge milk is the 
result of over 70 years of herd improvement. 
This vast family of champions produces 

the rich, premium quality milk that Denver 
doctors can rely on. 


Office and Plant, 5512 Leetsdale Drive © Farm, Brighton, Colorado 
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without knowing what even the first-year cost 
will be—whether $1 billion or $4 billion—and 
without any clear idea of the extent of the prob- 
lem it seeks to solve. 

2. The bill under consideration would give a 
single government official the power to “become 
the nation’s czar of hospital care.” 

3. Contrary to statements of supporters of the 
measure that physicians’ services are not included 
in the program, more than 50,000 doctors would 
be directly affected by regulations and controls 
exercised by government over operations and ad- 
ministration of hospitals. 

4. Enactment of the program would “lower the 
quality of medicai care available to the older 
people of the United States” because “it would 
introduce into our system of freely practiced 
medicine elements of compulsion, regulation and 
control” by government. 

5. The administration proposal is unnecessary 
in the light of the true economic status of the aged 
and because of the spectacular rise of voluntary 
private health insurance coupled with passage by 
Congress of the Kerr-Mills Medical Aid for the 
Aged Law last year and the existence of other 
public and private programs of aid to the needy. 

6. Health care at the expense of the working 
people would be provided for millions who are 
financially able to pay for their own care. 

7. The legislation “proposes that we distrust 
the brains and capacities of today’s Americans” 
because “it suggests that the aged—as an entire 
group—are not capable of looking after their own 
affairs and providing for their own needs.” 

8. Increasing costs of the program could impose 
such a financial strain on social security that the 
entire system could be jeopardized. 

9. The administration’s bill is just as objection- 
able as the five similar health care proposals re- 
jected by Congress since 1942. 

10. The bill would violate “American ideals of 
independence, self-sufficiency and personal re- 
sponsibility” by establishing a system in which 
medical aid would be provided not on the basis 
of need but on the basis of age. 

Dr. Larson described estimates of the cost of 
the administration program as “confusing.” 

The A.M.A. president reminded committee 
members that HEW Secretary Abraham Ribicoff 
had told them that “a closer study” had revealed 
it would be necessary to increase the taxable wage 
base from the present $4,800 to $5,200, rather than 
the $5,000 fixed in the bill when it was intro- 
duced. 

He also pointed out that HEW originally had 
said nursing home services during the first year 
of operation of the administration scheme would 
cost $9 million. 

But in May, Dr. Larson said, HEW officials 
reported this figure as “unrealistically low” and 
lifted it to “somewhere between $25 million and 
$255 million.” 
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“Obviously this estimate is something less than 
precise,” Dr. Larson said. 

The A.M.A. president said that supporters of 
the administration proposal have built their case 
on five false premises: 1) that the sociological 
problems of older people can be solved through 
legislation; 2) that most, if not all, of the aged 
are in poor health; 3) that most, if not all, of the 
aged are verging on bankruptcy; 4) that the 
problem of the aged in financing their health costs 
will get worse before it gets better, and 5) that 
voluntary health insurance and prepayment plans, 
private effort and existing law will not do the 
job that needs doing. 
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MEETINGS 





Second annual Methodist Hospital 
Lectureship in Medicine 

October 7, 1961 

Pioneer Hotel—Lubbock, Texas 

Problems of the kidney in health and disease 
will be discussed at this one-day meeting, begin- 
ning at 8:45 a.m. 

Speakers include: Dr. Robert Berliner, Na- 
tional Institute of Health, Bethesda, Maryland; 
Dr. John P. Merrill, Peter Bent Brigham Hospital, 
Boston, Massachusetts, and Dr. J. Russell Elkinton, 
University of Pennsylvania, Philadelphia, Pa. 

For further information concerning this meet- 
ing, contact Patrick H. Pappas, M.D., 1910 Knox- 
ville, Lubbock, Texas. 


A.M.A. to stage Third National Conference 
on the Medical Aspects of Sports 

The Third National Conference on the Medica! 
Aspects of Sports, sponsored by the American 
Medical Association under the auspices of the 
A.M.A. Committee on the Medical Aspects of 
Sports, will be held in Denver, Colorado, at the 
Cosmopolitan Hotel on November 26, 1961. The 
conference will be held in conjunction with the 
annual Clinical Meeting of the American Medical 
Association, November 26-30, 1961. 

As was true of the previous conferences on this 
subject held in Dallas, Texas, and Washington, 
D. C., the Third Conference will cover a wide 
range of subjects. Included will be papers, panels, 
and discussions relating to training and condition- 
ing, prevention of injuries, recognition, referral 
and treatment of injuries, the physiology of sports 
participation and other subjects. 

Those interested in receiving announcements 


Certificates issued by American Board of 
Obstetrics and Gynecology April 15, 1961 
To Physicians in Rocky Mountain area 

Bayne, Irman Dean, 505 Littleton Blvd., Litile- 
ton, Colorado. 

Bechtel, Martin John, 1802 16th St., Greeley, 
Colorado. 

Clark, Richard Smoot, 225 North University 
Ave., Provo, Utah. 

Evans, Evan F., 3940 Washington Blvd., Ogden, 
Utah. 

Farr, Boyd J., 2955 Harrison Blvd., Ogden, 
Utah. 

Greiner, David J., 106 E. St. Vrain, Colorado 
Springs, Colorado. 
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concerning the conference should address the 
Secretary, Committee on the Medical Aspects of 
Sports, American Medical Association, 535 North 
Dearborn Street, Chicago 10, Illinois. 


Southwestern Medical Association 
Annual Meeting in Las Vegas 


The 43rd annual meeting of the Southwestern 
Medical Association will be held in the Tropicana 
Hotel, Las Vegas, Nev., Oct. 19-21, 1961. 

Speakers will be: Orthopedics, Benjamin 
Fowler, M.D., Nashville Ophthalmology, Max 
Fine, M.D., San Francisco; Internal Medicine, 
William Parson, M.D., Charlottesville, Professor 
of Internal Medicine, University of 
School of Medicine. 

Surgery, O. T. Claggett, M.D., Rochester, Sur- 
gical Section, Mayo Clin Obstetrics, Cary M, 
Dougherty, M.D., New Orleans, Clinical Associate 
Professor of Obstetrics and Gynecology, Louisiana 
State University School of Medicine; and, Derma- 
tology, Arthur Curtis, A Arbor, Professor of 
Dermatology, Universit} 
Medicine. 

Registration fee will | 25, which will include 
two round table discu 
Tropicana. It will be an open 
doctors are invited 


Virginia 


Michigan School of 


uncheons at the 
meeting, and all 


Thirteenth Postgraduate Assembly 
in Endocrinology and Metabolism 


The Thirteenth Postgr Assembly in Endo- 


crinology and Metabolis: inder the co-sponsor- 
ship of The Endocrine Society and The National 
Institutes of Health, w e held in Bethesda, 
Maryland, October 2-6 61. A comprehensive 
review of clinical endocri problems and current 
research activity in these areas will be presented 
For further information, write to: Dr. Roy Hertz, 


National Institutes of Health, Building 10, Bethes- 
da 14, Maryland. The fe« | be $100.00 for physi- 
cians, with a reduction to $30.00 for Residents and 
Fellows. Enrollment limited to 100. 
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Potestio, Frank S., 1245 East Colfax Ave., 
Denver, Colorado. 

Smith, Hugh A., 1517 8th Ave., 
rado. 

Stewart, Robert L., 129 W 
vada. 


Tremont Place, Den- 
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Main St., Sheridan, 
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Surgical management cont. from page 33 





past, and two were bleeding at the time of 
the perforation. In 10 cases a history indicat- 
ing mild to severe degrees of obstruction was 
obtained. 

The interval between perforation and op- 
eration was 12 hours or less in all cases, and 
less than six hours in 15. At the time of op- 
eration the perforation was situated in the 
duodenum in 16 cases, in the pyloric region in 
one and in the stomach in four. Jn four in- 
stances a perforated duodenal ulcer of the 
anterior wall was associated with a second 
ulcer; the second was on the posterior wall 
of the duodenum in three of these, and in 
the pyloric region in the other. Each of these 
four patients had a history of gastrointestinal 
bleeding or was actively bleeding at the time 
of operation. A fifth patient with a perforated 
gastric ulcer was also found to have a second 
lesion, which was a chronic duodenal ulcer. 
Obstruction of the outlet of the stomach was 
suggested by the history and confirmed by 
the surgeon in 10 cases, and it occurred in 
three of the five patients with multiple 
ulcers. 

There were no fatalities in this group of 
21 gastrectomies. Sixteen of the patients had 
a normal hospital course that was uneventful 
and two patients had minor complications 
which did not prolong hospitalization. The 
average hospital stay for these 18 patients 
was 10.3 days. In three cases, significant com- 
plications occurred, which were not related 
directly to the operation. One experienced an 
enterocolitis, and the other had a nonfatal 
pulmonary embolus. One patient had leakage 
from the duodenal stump which sealed spon- 
taneously after several days. All of these 
complications responded to appropriate meas- 
ures. For the entire group the average length 
of hospitalization was 12.4 days. 


In general, primary gastrectomy was well 
tolerated, and technically the acute inflam- 
mation placed no obstacle to an adequate and 
successful resection. Though the series is 
admittedly small, the results certainly sug- 
gest that no additional risk or hazard was 
introduced by carrying out the resections 
under these circumstances, and the postopera- 
tive course did not differ significantly from 
that which would have obtained if the opera- 
tions had been carried out on an elective 


basis. 
68 


Results of conservative management 

A follow-up survey was made of patients 
treated by the technic of simple closure of 
acute duodenal and gastric perforations. In 
the decade preceding January 1, 1951, 111 pa- 
tients of this type were seen (with 114 per- 
forations). There were three hospital deaths 
(2.6 per cent). One patient required gastrec- 
tomy in the postoperative period following 


simple closure because of duodenal fistula, 
and was therefore excluded. Of this group 
there were 91 patients on whom satisfactory 
data were available concerning the ulcer 


disease. These patients were evaluated on the 
following basis: (1) those who denied any 
symptoms relative to their ulcer disease were 
listed as asymptomatic; (2) persistent or re- 
current symptoms after operation were grad- 


ed as mild if infrequent and readily controlled 
by the patient by proper diet and occasional 
antacids; and (3) the symptoms were classi- 


fied as severe if they wer: 
quiring a physician’s care or hospitalization 
or both, or if they were associated with a 
major complication. In this group are those 
patients who required further surgical treat- 
ment because of progression of their ulcer 
disease. 

Ten patients of this group died of unrelat- 
ed causes during the first 10 years following 
perforation, and 12 were lost to follow-up 
after 11 years following their perforations. 
Of these 22 patients lost to the series, nine 
had remained asymptomatic, seven had ex- 
perienced mild symptoms and six had had 
severe ulcer difficulties. 


incapacitating, re- 


We were able to obtain a 7 to 17-year 
follow-up on the remaining 69 patients, eight 
of whom remained asymptomatic. Mild 


symptoms were noted by seven patients and 
severe difficulties by 12 patients, who should 
have had operations but did not. The remain- 
ing 42 patients underwent definitive opera- 
tions for ulcer. Therefore, for the entire 
group of 91 patients followed up to 17 years 
after simple closure of an acute perforation, 
17 (18.7 per cent) remained asymptomatic 
while 74 (81.3 per cent) had peristent or re- 
current symptoms. Sixty of these (65.9 per 
cent) had severe symptoms for which surgical 
treatment would have been feasible, and 42 
(46.2 per cent) actually 
quent operations. 
Of 10 patients 


underwent subse- 


who had suffered 
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perforation of a peptic ulcer at the pylorus, 
six subsequently required resection for 
obstruction, bleeding or both. Of seven pa- 
tients with perforated gastric ulcer, three 
were treated by primary gastrectomy; the 
other four had resection within three years 
following closure of their perforation. 

An unexplained but substantially higher 
mortality rate and a poorer prognosis follow- 
ing simple closure have been noted in fe- 
males than in males. Of the seven females in 
the present series, one was lost to follow-up, 
one died, and the remaining five have all had 
severe recurrence of ulcer, two requiring re- 
section. 

The age of the patient at the time of per- 
foration has been shown by Illingworth and 
associates to affect the prognosis following 
simple closure. The younger the patient, the 
greater is the likelihood of continued diffi- 
culty. Gilmour and Jones and Doll as well as 
others also correlated the late results of plica- 
tion with the duration of ulcer symptoms 
prior to perforation. Their findings indicate 
that the outcome of simple closure is more 
favorable in those with a short antecedent 
history, and that evidence for chronicity of 
the ulcer disease indicates a high incidence 
of recurrence and further surgical treatment. 


Comment 


Long-term follow-up studies now suggest 
perforation as a sign of intractability with a 
high incidence of recurrent symptoms. Sim- 
ple closure of the perforation cannot be ex- 
pected to alter the etiologic factors producing 
ulcer disease, and indeed subsequent compli- 
cations often indicate that a second lesion, un- 
recognized at the time of perforation or de- 
veloping subsequently, has been responsible 
for the persistent or recurrent difficulties. 
Follow-up data in the present study and those 
of others are similar and in general indicate 
that two-thirds to three-quarters of patients 
treated by simple closure will continue to 
have serious manifestations of their ulcer 
disease which should be treated surgically, 
and that approximately one-half of these will 
ultimately have a definitive operation. 

Partial gastrectomy has proved itself to 
be the most efficacious method of surgically 
managing complicated ulcer disease. If it 
can be applied in cases of acute perforation 
without added risk to the patient, its use is 
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justified and desirable, not only in eliminat- 
ing the emergency problem but also in af- 
fording the patient the greatest chance of 
avoiding future ulcer difficulties. 

Accordingly, the safety of primary gas- 
trectomy in the presence of an acute perfora- 
tion is of major importance. Comparative 
statistics can be deceptive owing to the care- 
ful selection of patients for primary gastrec- 
tomy and consequently the disproportionate 
number of poor-risk patients placed in the 
conservatively managed group. Therefore, if 
primary gastrectomy is to be acceptable, one 
must not be content with mortality rates 
equal to those for simple closure, but should 
strive for rates approaching those for elective 
gastrectomy. A review of several series re- 
ported in more recent years showed that there 
were 21 deaths in a collected group of 888 
cases of primary gastrectomy. This gives a 
mortality rate of 2.4 per cent, which certainly 
compares favorably with that of elective re- 
section in most clinics. No one denies the part 
played by the factor of selection of patients 
in the accomplishment of this result, but it 
becomes clear that with careful preoperative 
and operative evaluation the procedure can 
be employed with relative safety. In addition, 
most of these authors note that the morbidity 
is not increased under these circumstances 
and indeed is probably less tlian with simple 
closure. 


Criteria for primary gastrectomy 


Basically, there are two important con- 
siderations in deciding for or against primary 
gastrectomy. The first entails a careful 
evaluation of the patient’s general health, 
with consideration of factors such as age of 
patient and duration and site of perforation, 
all of which are known to affect the im- 
mediate prognosis. No rigid limits can be de- 
fined with respect to age since it is the 
physiologic rather than the chronologic age 
that is of major importance. Recent perfora- 
tions, of less than 12 hours’ duration, natural- 
ly are likely to have a better outcome, since 
the peritonitis is still chemical and not yet 
bacterial in nature, but this matter of time 
interval, too, has become flexible so that 
some surgeons have extended the period to 
24 hours. Concurrent disease, particularly 
cardiovascular and renal disease in the elder- 
ly, requires careful investigation. Finally, 
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mention should be made of the necessity of 
adequate hospital, anesthetic and blood-bank 
facilities, as well as a surgeon experienced in 
gastric surgery. 


The second major consideration concerns 
the advisability of carrying out a gastric re- 
section rather than a palliative procedure. In 
a large proportion of individuals, gastric re- 
section seems indicated because of their ul- 
cer history or because of local findings at 
operation. Included in this group are those 
whose acute perforation is another manifesta- 
tion of severe ulcer disease. Chronic ulcer 
symptoms, especially with failure or inability 
of the patient to maintain adequate medical 
treatment, finally culminating in perforation, 
indicate intractability, and palliative meas- 
ures are almost certain to fail. 


Also included are those cases in which the 
history or pathologic changes or both en- 
countered at operation would preclude the 
success of simple closure and would, in some 
instances, make simple closure even more 
hazardous in terms of immediate complica- 
tions and postoperative sequelae. Large cal- 
loused ulcers are often difficult to close se- 
curely and they predispose to postoperative 
complications. Perforations recur in 1.1 to 
6.3 per cent of patients, each episode again 
placing the patient in a life-endangering sit- 
uation. Hemorrhage in the past or in associa- 
tion with perforation occurred in four of the 
five patients in the present series who had 
multiple ulcers and who underwent primary 
gastrectomy. As pointed out by Bisgard, 
bleeding usually arises from the ulcer other 
than the one that perforates, and gastrec- 
tomy is desirable to guard against continued 
or recurrent bleeding since simple closure 
in no way alters the underlying process. Duo- 
denal obstruction is likely to be augmented 
by plication, and if anything more than this 
is to be done, gastrectomy is preferred over 
pyloroplasty or bypass procedures. Gastric 
ulcers may harbor a malignant lesion and are 
important indications for resection. Aside 
from the obstruction that often results from 
pyloric or “channel” ulcers, they too may be 
of gastric origin and may be neoplastic. 


Finally, there is a group of patients in 
whom the indications for gastrectomy are not 
as clear. Here the routine use of gastrectomy 
would subject to resection perhaps 30 per 
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cent of patients who would otherwise do well 
with less hazardous palliative operations. 
This is a valid objection, but by the same 
token, one could argue that by using simple 
closure technics exclusively, 70 per cent of 
individuals with perforation will have poor 
results and will be subject to the morbidity 
and mortality of the future complications of 
ulcer and of the subsequent operations neces- 
sary to manage them. It seems obvious there- 
fore that each patient must be treated on the 
merits of the case, with attempts to separate 
those that might be expected to do well 
after simple closure from those in whom 
severe symptoms of their ulcer disease are 
likely to persist or recur and in whom further 
complications are likely to develop. Contrary 
to the situations previously described in 
which the indications for primary gastrec- 
tomy were relatively une 
times to the point of con 
tors of safety, the decisio1 
sus curative surgical tre: 
group of patients must rest more heavily on 
a careful consideration of the factors known 
to affect prognosis. 

The age of the patient at the time of per- 
foration is a factor in prognosis. Illingworth 
and his associates found that only 30 per 
cent of the younger patients in their series 
were free of symptoms three years after per- 
foration while half of the older patients re- 
mained asymptomatic. It is reasonable to as- 
sume also that the younger individual has a 
longer life span in which to be subject to his 
ulcer disease. 


livocal, even some- 
promising the fac- 
for palliative ver- 
tment for this latter 


Summary 


The duration and severity of the ulcer 
history and the relative or absolute life ex- 
pectancy of the individual, together with such 
factors as the operative findings, the mental 
and the emotional make-up of the patient, 
and his willingness or ability to maintain a 
satisfactory program of medical management 
are all important in making the final decision 
for or against primary gastrectomy in patients 
who experience hemorrhage or perforation of 
a peptic ulcer. In some instances the decision 
is difficult, but treatment based on careful 
selection and individualization rather than on 
a rigid policy of management, will ultimately 
produce the best results and the greatest 
number of grateful patients. @ 
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Pre- and postoperative cont. trom page 34 


chloride may also disturb seriously the acid- 
base equilibrium of the body. There are 9 
gm. of sodium chloride in each liter of iso- 
tonic salt solution. The administration of 
two or three such liters daily places 18 or 27 
gm. of salt, respectively, into the body, re- 
sults in tissue edema, dehiscence of suture 
lines, delay of healing and/or possibly death. 
However, if a patient is in negative sodium 
balance, then it may become necessary to 
administer more than 9 gm. It is at a time 
such as this that flame photometric readings 
and electrolyte determinations become nec- 
essary. 

Primary salt depletion 

Primary salt depletion is more common 
than primary water depletion. The most com- 
mon causes are vomiting, gastric suction, 
intestinal obstruction, diarrhea, and intes- 
tinal tract fistulas. In this condition the 
extracellular fluid becomes hypotonic. The 
kidneys attempt to combat this hypotonicity 
by excreting large amounts of urine and no 
salt; the kidneys cannot retain water in the 
absence of salt; hence further water deple- 
tion also occurs, even if large amounts are 
supplied. The plasma chloride concentration 
may remain normal until the kidneys can no 
longer excrete the extracellular water. Obli- 
guria or anuria may precede the appearance 
of clinical shock. In primary salt depletion, 
the plasma reflects the changes in chloride 
or bicarbonate concentrations, depending 
upon which body fluid is lost. The loss of 
gastric juice produces a reduction of plasma 
chloride (normal 100 mEq.) and an elevation 
of bicarbonate ion concentration (above 30 
mEq.). There may also be a small drop in 
plasma sodium. These patients develop alka- 
losis. When the loss is due to bile or pancre- 
atic juice, there is a greater loss of sodium 
bicarbonate than sodium chloride. The plas- 
ma bicarbonate is reduced below 25 mEq. 
and there might be a slight increase in plas- 
ma chloride. These patients develop acidosis. 
The treatment for primary salt loss will vary 
according to the source of such loss. In gen- 
eral, however, one may follow this plan: 

1. Hypotonic salt solutions (0.45 per cent) 
should be used in the immediate postopera- 
tive period because of fluid and salt retention 
(steroid action). 
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2. Isotonic solutions of sodium chloride 
(0.9 per cent) as a general replacement 
should be used primarily when gastric juice 
is lost. It must be recalled that gastric juice 
is often hypotonic; hence, replacement of 
such drainage contents by the “volume for 
volume” rule is not always accurate; it re- 
quires re-evaluation if such loss is prolonged. 

3. Hypertonic solutions of sodium chlo- 
ride (2 to 5 per cent) are preferred in pa- 
tients with pancreatic or intestinal fistulas 
because of the great salt loss. To attempt to 
compensate for such heavy salt losses with 
isotonic salt solutions would result in an 
excessive urinary output. Continuous and 
daily re-evaluation of these cases will deter- 
mine the necessary requirements. 


Potassium 

This cation is chiefly intracellular. The 
exact daily requirements are not known; 
however, it has been estimated that the aver- 
age adult requires from 2 to 4 gm. (51 to 102 
mEq.). The primary causes of potassium de- 
ficiency include vomiting, diarrhea, pyloric 
obstruction, ulcerative colitis, intestinal fis- 
tulas, prolonged administration of ACTH or 
cortisone and continuous usage of potassium- 
free solutions. Overproduction of ACTH en- 
dogenously may result from diabetic acidosis. 
Potassium deficit may also result from in- 
creased body utilization of potassium as oc- 
curs during the healing of burns. Clinical 
findings of this deficit are characterized by a 
triad which includes weakness, anorexia, and 
silent abdoment, which the author calls the 
W.A.S. triad. If cells are deprived of potas- 
sium, they cannot function properly; this 
refers particularly to muscle cells (gastroin- 
testinal and cardiac). Hence, we find electro- 
cardiographic changes and distended bowel. 
Palpable muscles feel soft and putty-like; 
and if the condition continues untreated, ex- 
treme weakness, tremors and coma result. 
Electrocardiographic findings of low voltage 
and flattening of the T waves are present 
when the potassium level is below 4mEq. 
The plasma potassium may be normal or 
even increased in an early cellular potassium 
deficit; hence, the plasma level does not al- 
ways reflect the true cellular potassium 
status. If alkalosis persists after adequate 
sodium chloride therapy and hydration, one 
must suspect a potassium deficit. 
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The treatment of potassium loss requires 
careful replacement. Since excessive potas- 
sium may produce a heart block and sudden 
death, it must be administered cautiously. It 
is usually contraindicated in cases of severe 
oliguria or anuria because of a potassium 
“pile-up.” In emergency treatment from 4 to 
5 gm. of potassium chloride should be given 
in one liter of 5 per cent dextrose and water. 
After this, 3 gm. of parenteral potassium 
chloride is usually necessary to maintain 
daily requirements. Oral administration of 
potassium chloride should be instituted as 
early as possible (5 to 10 gm.) daily for 
many days because the depletion is difficult 
to overcome. The reason for this is that the 
homeostatic mechanism of the body attempts 
to prevent extracellular potassium from go- 
ing above a level of 5.5 mEq. per liter. 


Proteins, carbohydrates and vitamins 


At bedrest, the average postoperative pa- 
tient will not tear down his own proteins 
if we supply this minimum of 100 gm. per 24 
hours. If the patient cannot take this per 
mouth, it must be supplied parenterally in 
blood, plasma, or one of the more modern 
solutions (hydrolasates) which supply the 
amino acids. 

Carbohydrates also should be supplied in 
the amount of 100 gm. per day; again, this 
figure varies. This is administered in the 
form of 5 per cent dextrose. The diabetic 
patient must be covered with insulin. Such 
special cases should be managed by a physi- 
cian well versed in diabetes. 

Fat-soluble vitamins A and D usually are 
stored in the body, but the water-soluble 
vitamins B and C are depleted rapidly and 
require replacement. Vitamin B is necessary 
for the proper utilization of proteins; hence, 
it is advisable to give from two to three 
ampules of vitamin B complex per day. Vita- 
min C has been aptly referred to as the 
surgeon’s vitamin, since it is essential for 
wound healing. If this vitamin is deficient, 
small petechial hemorrhages occur and inter- 
fere with proper healing. The author has 
found it advantageous to supply 1,500 mg. 
of cevitamic acid per day. 


Parenteral fluid mixtures 


Some pharmaceutical houses, having be- 
come cognizant of these daily parenteral 
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needs, now manufacture solutions which 
meet them. Each 1,000 cc. of such solution 
contains: 

1. 1,000 cc. of water. 

2. Approximately 3 gm. of sodium chlo- 
ride. 

3. 50 gm. of protein. 

4. 50 gm. of carbohydrate. 

To these, vitamins B and C and the neces- 
sary antimicrobials can be added. Each liter 
of such solutions contains half of the daily 
requirements. Therefore, it has been suggest- 
ed that, following the patient’s morning care, 
a liter of such solution be administered at 
the rate of one drop a second. This takes ap- 
proximately three hours to give. Then the 
patient may be relieved of further intra- 
venous therapy until the evening, when the 
second liter is given. In this way, the patient 
receives his daily requirements of water, 6 
to 9 gm. of salt, 100 gm. of protein, 100 gm. 
of carbohydrates, and the necessary vitamins 
and medicaments. Let it be stressed again 
that in no instance should parenteral therapy 
be utilized if the patient can take fluid or 
food by mouth. 

Nothing by mouth is an order that may 
be carried to an extreme. In cases of esopha- 
geal resection, the order is necessary for 
three days; in gastric resections, two days. 
Following this, the patient may have ice 
chips and sips of water (warm or cool). The 
next day—tea, dilute orange juice and fat- 
free broth are added. By the fifth to sixth 
day, semisolids are given; and at the end of 
the first week the patient is on a liberal soft 
diet. In patients not having anastomoses, tea 
and water are permitted post nauseam. Full 
liquids are given on the third day, and a 
regular light diet by the fifth to sixth day. 

Stress reaction, brought out by the work 
of Selye, affects the kidney function in such 
a way that sodium and water are retained, 
and potassium is excreted. Therefore, it is 
preferable to withhold some water and so- 
dium for the first 24 hours postoperatively 
and to supply and replenish the potassium 
loss. It has been the author’s practice to 
supply, in the first 24 hours, 1,000 cc. of 
water in a 5 per cent dextrose solution to 
which 3 gm. of potassium chloride has been 
added. No sodium chloride is given during 
this first postoperative day unless there is a 
specific indication of depletion. @ 
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Massive cont. from page 37 


pounds, only two pounds less than his preopera- 
tive weight. He felt well and looked well (Fig. 2). 
He still ate five or six times a day. He had dis- 
continued all medication except for a multiple 
vitamin pill. His bowels moved once in the morn- 
ing and then again copiously several times in the 
evening, but it was no longer necessary for him 
to get up during the night for a bowel movement. 
The hemoglobin was found to be 16.0 grams and 
the hematocrit 46. The white blood count and 
differential were normal. The cholesterol was 
rather low, 100 mg. per cent. The calcium was 
9.2 mg. per cent. The total protein was 6.1 grams, 
albumin 4.9 grams, and globulin 1.2 grams per 
100 cc. Improvement in the last two or three 
months had been rapid, and the patient had ap- 
parently made a remarkable adjustment to loss 
of a large portion of his small intestine. 


Discussion 

The length of the small bowel in the adult 
varies a great deal in different individuals, 
several reports indicating a range of from 10 
ft. to 28 ft., with an average of about 20 ft. 
It is evident from the many reports in the 
literature that patients vary greatly in their 
response to massive small bowel resection 
and that no definite critical figure can be 
set for the length of resection that can be 
tolerated. 

Experimental work in dogs has shown 
that 50 per cent of the small intestine can be 
sacrificed without persistent untoward ef- 
fects, but that after removal of 75 per cent 
inanition and eventual death usually result. 
The experiments in dogs also have shown 
that resections of the proximal bowel are 
better tolerated than those of the distal bowel 
and that resection of the ileum is associated 
with a significantly greater loss of fecal fat 
and nitrogen than occurs with resection of 
an equal length of jejunum. The importance 
of preserving the ileacecal valve in obtaining 
survival of dogs after massive bowel resec- 
tions has also been demonstrated. Careful 
experimental studies by Flint have been per- 
formed to evaluate compensatory changes in 
the remaining small bowel following massive 
resections. The absorptive surface of the re- 
maining small bowel is increased by enlarge- 
ment and aborization of villi, and the diam- 
eter and thickness of the intestive increase. 
Flint estimated that the absorptive surface 
of the remaining bowel was increased by 
about 400 per cent. 
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Cases from literature 

In the adult human patient numerous re- 
ports are in agreement that as long as four 
to five feet of healthy small bowel is left 
the patient will survive and after a time 
make a good adjustment. 
this amount is removed 
have serious nutritional difficulty and, as 
in the dog, the resections are much less well 
tolerated if the ileocecal valve is removed 
or if portions of the colon are also removed. 

When it is necessary to remove all but a 
few inches of the small intestine, death usu- 
ally results within a few weeks. However, 
there have been several 
who have survived wit] 
small bowel. Cogswel 
a patient with only 14 
Meyer reported surviva 
but 18 in. of the small | 
and associates reports 
bowel resection, one 
only 18 in. 


When more than 
many patients will 


reports of patients 
two feet or less of 
reported survival in 

of small intestine. 
n a patient with all 
vel removed. Kalser 
25 cases of massive 
vhich survived with 
of small intestine. The patient 
surviving with the smallest amount of small 
bowel that I have f 
case of Chodoff, wh: 
eight in. of jejunun 
mesenteric artery thrombosis and survived 
for seven months a died from 
decompensation. Recently 
Roberts have reported 
12 years after massiv: 


nd reported was the 
patient had all but 
ileum resected for 


cardiac 
Weinstein and 
studies of two patients 
bowel resections, one 


with only 18 in. of small intestine and the 
other with 24 in. In both patients the resec- 
tion was for regional enteritis and portions 
of the colon were also removed. Both patients 
were carrying on normal, active lives, and 


the authors stress the effectiveness of com- 
pensatory mechanisms in these patients. 
There have been three cases reported of 
complete removal of the small intestine but 
without prolonged survival in any case. In 


infants, massive small bowel resections have 
usually been considered to be tolerated poor- 
ly. However, Pilling and Cresson report two 


cases of massive small bowel resection in 
the neonatal period with survival and even- 
tual normal growth. In each of these infants 
all but about 11 in. of the small intestine was 
removed. 


Impaired absorption 


Metabolic studies have shown that in this 
group of patients the greatest impairment is 
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in the absorption of fat, followed by impair- 
ment of protein assimilation. Carbohydrate 
is the best-tolerated nutritive substance. Kal- 
ser and associates performed fecal balance 
studies in 25 patients who had extensive 
bowel resections. The patients were placed 
on a standard diet containing 100 gm. of fat 
and 120 gm. of protein per day. On this diet 
the normal fecal fat is normally 5 gm. or 
less a day and fecal nitrogen 3 gm. or less. 
Many of these patients excreted from 20 to 
50 gm. of fat per day and in two patients the 
fecal fat was over 90 gm. per day. In general 
the highest values were seen in those with 
the least amount of small bowel remaining. 
Fecal nitrogen was also elevated in most of 
these patients, being in the range of 8 to 10 
gms. per day. 

The symptoms shown by patients having 
massive small bowel resections are rather 
uniform and include weight loss, fatigue, 
excessive hunger and thirst, severe diarrhea 
and often steatorrhea, and discomfort and 
bloating from excessive gas. Hypoprotein- 
emia often develops. Hypocalcemia may de- 
velop, at times to the extent of producing 
tetany. Endocrine disturbances are common, 
especially amenorrhea in women and loss of 
libido and potency in men. Bleeding tenden- 
cies have been reported from both platelet 
and prothrombin deficiencies. Anemia fre- 
quently develops, typically coming on rather 
suddenly several months after the bowel re- 
section. The anemia can be of almost any 
type or of a mixed type, as the ileum is im- 
portant in absorption of iron, folic acid, and 
vitamin B-12. The development of multiple 
vitamin deficiencies might be expected in 
patients not given adequate replacement 
therapy. 


Treatment of defects 


Fortunately compensatory mechanisms 
seem to develop, and if the patient can sur- 
vive the initial period of four to six months 
he may begin to handle fats and proteins 
better, have less diarrhea, and maintain or 
gain weight. Recommended treatment has in- 
cluded the use of parenteral fluids and elec- 
trolytes and parenteral amino acids and fat 
emulsions in the early postoperative stage, 
frequent feedings of a diet high in carbo- 
hydrate and low in fat, antiperistaltic drugs, 
drugs that promote protein anabolism, such 
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as Nilevar, iron and calcium, vitamin B-12 
parenterally, and multiple vitamins. The use 
of fat emulsifying agents such as Tween-80 
have not been found to be of value. 

Interesting experimental surgical methods 
have been applied to this problem. Attempts 
to control excessive caloric loss in animals 
with extensive bowel resections have includ- 
ed vagotomy, anastomoses producing intesti- 
nal recirculation of food, and the use of a 
reversed. segment (or antiperistaltic seg- 
ment) of intestine. Only the method of using 
a reversed bowel segment has shown any 
beneficial effect. Hammer and associates 
showed that animals could survive removal 
of 80 per cent of the small intestine if a short 
segment of ileum just proximal to the ileo- 
cecal valve was reversed. Marked dilatation 
of the bowel, duodenum, and stomach above 
the reversed segment was found to develop 
along with a marked delay in emptying time 
of the bowel. This method may prove to have 
clinical application, although its use in pa- 
tients has not yet been reported. 


Summary 


A case is presented of a patient who sur- 
vived and eventually made a good recovery 
after removal of all but 16 inches of his small 
intestine. Extreme weakness and nutritional 
disturbances persisted for about six months 
after the operation before improvement be- 
gan, and a rapidly developing anemia and 
hypoproteinemia requiring treatment with 
blood transfusions came on about five months 
after surgery. Since about eight months after 
surgery the patient has felt well and led an 
active life. 

Previous reports of similar cases are re- 
viewed. From this study it would appear that 
if the patient can survive the first few 
months after operation his chances of re- 
habilitation are good. Most, but not all, of the 
patients surviving in good nutritional state 
have been those in which it was possible to 
preserve the terminal ileum and the ileo- 
cecal valve. 

The fact that patients can survive such 
radical small bowel excisions and live active 
lives is justification for this type of surgery 
and gives the surgeon confidence to proceed 
with some optimism in offering the patient 
intensive treatment during the difficult post- 
operative period. @ 
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Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine i is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramy cin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 


Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify } your writing of prescriptions for Terramycin products. 


We welcome your comments on this action and on any other phase of our operations, 
since it is our objectiv e to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 























FORMERLY NAMED NOW NAMED 

- Cosa-Terramycin® Capsules __Terramycin® Capsules* | 
Cosa-Terrabon® Oral Suspension Terramycin Syrup | 
_ Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 

and simpler names for these Terramycin-containing formulations: ; 
Cosa-Terrastatin® Capsules __Terrastatin® Capsules | 
Cosa-Terrastatin for Oral Suspension _ ~ ‘Terrastatin for Oral Suspension | 

_ Cosa-Terracydin® Capsules ~ Terracydin® Capsules 





. .and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramy cin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 











The House of Delegates of the American 
Medical Association at its recent meeting decided 
that it is no lenger unethical for physicians to 
engage in voluntary professional relations with 
osteopaths. In a vaguely worded resolution, the 
House stated that it is now the responsibility of 
the individual state medical societies to decide 
which osteopaths are practicing scientific medi- 
cine and it is only these with whom physicians 
may associate. The House made no suggestions 
as to how the states might implement the new 
policy. 

This action could be responsible for complicated 
problems to be faced by state medical societies. 
For example, who would decide which osteopaths 
are scientific? Possibly, if considered appropriate, 
those states having composite boards of medical 
examiners could decide, but these are in the 
minority. But even a composite board is incapable 
of estimating the attitudes of the osteopaths. It 
would be much easier to embrace all of them as 
California has done. But would this be carrying 
out the spirit of the resolution? 

The reasons given by the House of Delegates 
for its action were interesting, a few of them 
being that the American Hospital Association now 
lists hospitals having osteopaths on their staffs, 
the Joint Commission on Accreditation of Hos- 
pitals no longer frowns upon osteopaths under 
certain circumstances and, most important, the 
recent negotiations between the California Medi- 
cal Association and the Osteopathic Association 
leading to a merger of osteopathy and medicine. 
High sounding justification has been given for 
the last. For example, it has been stated that the 
M.D.’s wish to elevate the standards of the osteo- 
paths. Little has been said about how the stand- 
ards of medicine would be lowered in the process. 

Fortunately the state medical societies need 
no longer worry about how to tell a scientific 
osteopath from a cultist. For now the House of 
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Delegates of the American Osteopathic Associa- 
tion, sometimes referred to as the “A.O.A.,” has 
denounced the California merger plans. It is also 
interesting that the A.O.A. delegates voted to 
raise their annual dues by} 
the loss of revenues fron renegade California 
group who are no longer members and to build 
up a war chest to fight A.M.A. 

The answer is obviou 


$25.00 to make up for 


“encroachment.” 
Every state medical 


society, instead of embracing certain osteopaths, 
should reiterate its previous stand that voluntary 
association with osteopaths, as with cultists, is 
unethical. The governing bodies of the state medi- 
cal sociéties should be grateful to the American 


Osteopathic Association f¢ 
serious dilemma. 


rescuing them from a 
R. C. Derbyshire, M.D. 
Santa Fe, N. M. 


BLUE CROSS 
BLUE SHIELD 


Blue Shield Annual Program Conference 


Leonard W. Larson, M.D., President of the 


American Medical Association, will be one of the | 


featured speakers at the Blue Shield Annual Pro- 
gram Conference to be d October 23-24, 1961, 
at the Drake Hotel in C igo. under the sponsor- 


ship of the National Association of Blue Shield 
Plans. 
More than 400 delegate including state and 


local medical society officers and secretaries, as 
well as physician-trustees and executives of Blue 
Shield Plans, will be in attendance to hear Dr. 
Larson speak on the subject 
tions of American Medicine.’ 

The theme for the two-day national Blue 
Shield meeting is “New Dimensions for Progress,” 
and the conference discussions are specifically 
aimed at explaining and e' 
quirements to be met promoting the develop- 
ment and growth of Blue Shield to conform to 
the broadest range of public and professional 
needs and interests. Among the topics to be dis- 
cussed are: “The Economic and Social Aspects of 
Medicine Today,” “Voluntary Health Care Pro- 
grams Today—An Appraisal of Accomplishments 
and Opportunities for Growth,” and “Developing 
New Opportunities for Growth and Progress in 
Blue Shield Locally and Nationally.” 

In addition to Dr. Larson, well-known leaders 
in industry and American 
vited to participate in the 


“Securing the Tradi- 


valuating the basic re- 


medicine are being in- 
meeting, including Dr. 
Aims C. McGuinness, Executive Secretary, Com- 
mittee on Medical Education, New York Academy 
of Medicine and formerly Special Assistant to the 
Secretary for Health and Medical Affairs, U. S. 
Department of Health, Education and Welfare; 
and George Bugbee, President, Health Information 
Foundation. 
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To anticipate the harvest you 
must consider the seed from 
which the plant is grown. 


It is human nature to ask: 
‘*What’s behind it?’’ The fact 
that our nation’s doctors stand 
behind Blue Shield, through 
their local medical societies, 
is certainly an important rea- 
son for its widespread accept- 
ance. One doctor summed it 
up this way: ‘‘The public will 
have faith in Blue Shield so 
long, and only so long, as we 
the doctors have faith in it 
and continue to endorse it.’’ 


BLUE SHIELD. 


The program guided by doctors 


® Service marks registered by 
National Association of 
Blue Shieid Pians 
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A new look cont. from page 38 


to improve medical service in rural areas— 
may require an increase in the number of 
family doctors. 

Third, a major trend in medical educa- 
tion today is to produce physicians with a 
well-rounded, coordinated knowledge which 
they will apply to patients whom they will 
consider as whole personalities—not as cases 
or syndromes. This concept, if I am thinking 
clearly, certainly would not seem to favor a 
fragmented, specialized approach to health 
problems. 

Fourth, regardless of where the patient 
of the future goes for his medical care, there 
always will have to be that first physician 
for him to see—the doctor who will get his 
complete health picture, steer him to the 
necessary specialists and coordinate the over- 
all course of his medical and health program. 

Finally—and I think this may be the most 
important factor—the scientific advances 
and discoveries of the next 20 or 30 years 
probably will determine the future propor- 
tion between specialists and generalists. As 
has happened in the past, some of the new 
knowledge that lies ahead may tend to narrow 
or eliminate certain specialized technics or 
procedures. It is possible that medical prac- 
tice may become greatly simplified and 
streamlined by unforeseen discoveries. For 
example, if it is found that a virus causes 
cancer or some forms of cancer, and if a 
vaccine is then developed to prevent the 
disease, the work of surgeons and radiolo- 
gists would be reduced. The same result 
would follow the development of effective 
chemical therapy for cancer. Basic new 
knowledge leading to the prevention or con- 
trol of arteriosclerosis, hypertension, and 
heart disease could narrow or eliminate the 
work of those specializing in cardiovascular 
conditions. In short, the main key to this 
issue of specialization versus general prac- 
tice will be found in the research 
tories. 


labora- 


Hospital growth 

Meanwhile, the present hospital building 
program will continue and expand in pace 
with our growing population. There will be 
greater emphasis on more hospitals for the 


82 


suburban areas and smaller communities, 
stressing private and semi-private accommo- 
dations rather than ward beds. The large 
hospitals in metropolitan areas will increase 
their patient capacity through the addition 
of wings and annexes for the care of the 
convalescent, the chronically ill and those 
who need rehabilitation services. 

The general level 
continue to improve 
come accredited. New ideas in hospital de- 
sign, construction and organization of serv- 
ices will increase efficiency and reduce the 
costs of operation. With the same objectives 
in mind, groups of hospitals in large cities 
will try to coordinate their activities so as to 
prevent duplication of personnel, equipment 
and effort. Some hospitals, especially those 
with closed staffs, will establish their own 
clinics and will be in competition with group 
clinics owned and contri 
sicians. 

Labor unions will 
for more medical care as fringe benefits, and 
there will be an increasing tendency for 
unions to establish their own clinics and 
health services, with the employment of full- 
time physicians and surgeons. And those 
who advocate a system of medical care fi- 
nanced and controlled by the federal govern- 
ment will continue strenuous efforts 
to bring about any and all kinds of expand- 
ing government participation in the field of 
medicine. They may win some minor skir- 
mishes in the debate that will resound during 
the years ahead, but I do not believe that 
they will win the major battle. 


hospital care will 
as more hospitals be- 


lled by private phy- 


increase their demands 


their 


We face a complexity of scientific chal- 
lenges, stimulated by the rapidly changing 
dimensions of medical knowledge. We have 
still others involving problems of education, 
organization, socio-economic change and pub- 
lic relations. We should consider all of them 
not merely as thorny, or at times irritating, 
problems, but opportunities for 
American medicine to demonstrate its vital- 
ity and leadership. For example, in the field 
of medical education today there is a vibrant 
spirit of change, experimentation and ex- 
pansion. Working in a healthy climate of 
ferment and unrest, medical schools all over 
the country are examining the quality and 
content of their educational programs. They 


rather as 
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are seeking the best possible ways of pre- 
senting a coordinated body of medical knowl- 
edge which will prepare the physician for 
practice in the changing scene of modern 
medicine. The entire profession must encour- 
age and assist all sound experimentation 
aimed at that goal. 


Quantity of care 

In addition to the quality of medical edu- 
cation, we must face up to the challenge of 
quantity and the need for expansion in the 
years ahead. We cannot be complacent over 
past and present accomplishments in keeping 
pace with the growth of our population. 
Looking ahead to the needs of the future, 
and analyzing carefully any potential varia- 
tions in those needs, we must provide effec- 
tive leadership in promoting expansion of 
existing medical schools and creation of new 
medical educational programs in the proper 
university settings. As we work to expand 
and improve undergraduate and graduate 
medical education, we also must extend our 
efforts to meet the challenge of postgraduate 
education. Recognizing that medicine is ac- 
tually a lifelong study, which is really only 
beginning when the young doctor receives 
his M.D. degree or completes his intern and 
residency training, all physicians and medi- 
cal organizations have a responsibility to 
aid the development of sound programs for 
keeping the practicing physician abreast of 
scientific advances. 

Related to the entire subject of medical 
education and training is the growth of spe- 
cialization. Our challenge here is to find 
ways and means of balancing and coordinat- 
ing the efforts of general practitioners and 
specialists. We must make objective studies 
of the changing needs in all categories— 
bearing in mind that scientific advances in 
the future might conceivably alter our per- 
spective on the whole subject—and we must 
try to channel specialist services into over- 
all programs that are better tailored to meet 
the complete health needs of the people. 
However, those needs never will be met 
adequately through cold science and tech- 
nology alone. We have the additional chal- 
lenge, throughout the entire period of medi- 
cal education, training and practice, of re- 
emphasizing human values and restoring the 
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warm, personal relationship which is so im- 
portant to successful health care for the 
patient as a whole entity—in other words, 
as an individual rather than as a particular 
set of symptoms. 

Underlying everything ahead of us, both 
scientific and socio-economic, is the future 
progress of medical research. In this field 
the challenge involves not only men, money 
and facilities, but also the task of promoting 
better coordination, eliminating duplication 
and bringing about economic utilization of 
our energies. A major challenge within this 
area will be to stimulate both basic and 
clinical research leading to better knowledge 
of cardiovascular diseases, cancer, arthritis 
and all types of chronic illness. The latter 
point is extremely important because one of 
our most immediate and compelling chal- 
lenges is the health care of the aged. Today 
there are more than 
age 65 or older, and 1975 there will be 
an estimated 20 million o1 We 
work vigorously to help meet both the medi- 
cal and the socio-economic impact of longer 
life. In particular, we must work to increase 
and improve voluntary health insurance cov- 
erage of older people, to expand health care 
facilities tailored to the health needs of the 
aged, and to develop more community health 
services for our senior c 

In cooperating with 
industry, the medical must go 
beyond the problem of the aged. We also 
must provide effective leadership in stimu- 
lating the maximum growth and improve- 
ment of voluntary health insurance coverage 
for the entire population. An important part 
of this challenge is to promote pricing prac- 
tices by physicians which will enable the 
industry to sell health insurance at a cost 
that people can afford to pay. Related to 
this is the need for better understanding and 
liaison with labor, business, industry, con- 
sumer groups and all other third parties 
involved in the provision and financing of 
medical services. We prove to them 
and their beneficiaries that it is to their ad- 
vantage to preserve, wherever possible, the 
principle of freedom of choice of physician: 
and the right of the medical profession to 
judge the qualifications and competence of 
physicians and hospitals. To do so, however, 


million Americans 


more. must 


itizens. 
the health insurance 
profession 


must 
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we also must meet the challenge of develop- 
ing effective systems of disciplining unethical 
physicians and restraining those whose ac- 
tions are damaging to the entire medical 
profession. And, of course, casting its shadow 
over all of these challenges in the years 
ahead is the threat of ever-increasing gov- 
ernment domination over medicine and all 
other facets of American life. Our job here 
is to prove to the American people and the 
Congress—by positive, progressive, imagina- 
tive actions—that we and our allies are capa- 
ble of leading a medical program which 
will meet the health needs of the people... 
now and in the future. 


Difficult challenges 

All of these challenges, all of these prob- 
lems, are beset with difficulties. However, 
if we view them as opportunities—and if we 
approach them with vigor and constructive 
effort—I think we can h« 
ican people of continued 
science increased 
healthier lives ... and 
grams which they will 
imported plans based 
compulsion. American medicine, as I see it, 
can be a pivotal group in preserving signifi- 
cant values that are inherent in this nation’s 
way of life. @ 


lp assure the Amer- 
progress in medical 
lividends in longer, 
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Huge resources behind launching of new drug firm 


One of the most dramatic features of the recent 
June American Medical Association meeting in 
New York was that it served as a launching pad 
for the orbiting of a huge new drug manufactur- 
ing enterprise. This was the introduction of Philips 
Roxane, Inc., to the American pharmaceutical in- 
dustry. 


Philips Roxane rises out of a vast network of 
technological operations here and abroad from 
which its extensive plans for pharmaceutical re- 
search and development have been drawn. In the 
background are a number of corpcerate operations 
with world-wide recognition and resources. Chief 
among these is the Philips Elecironics and Phar- 
maceutical Industries Corp. and N. V. Philips- 
Duphar of The Netherlands. The diversified elec- 
tronic, pharmaceutical, and chemical output of 
these operations have international distribution 
and renown. Phillips-Duphar is one of the world’s 
leading sources of vitamin D, and it has since 
gained world-wide recognition and esteem in other 
areas of human medicine, and in animal and plant 
pharmaceuticals. Currently being developed are 
studies in organic synthesis and radioactive iso- 
topes. 


In completing its plans for full-scale operation, 
Philips Roxane has just erected a new 62,000- 
square-foot plant at its headquarters location in 
St. Joseph, Mo. Among its present pharmaceutical 
products is the development of a measles vaccine, 
now in extensive clinical trial, and for which 
patent applications have been filed. Preliminary 
findings show that this vaccine may provide a 


practical method for m ulation against this 
disease. In another area 
ated clinical testing of 
tional agent with whi hopes to open a new 


phase in steroid chemist. Its absence of side 


ps Roxane has initi- 
nising new progesta- 


effects, as shown by evidence 
it a distinct advantag« 
steroids. 


to date, may give 
presently available 


To enhance and facilit ; research and mar- 
keting operations in this country, Philips Roxane 
has acquired several American affiliates. Among 
these is the Columbus Ph 
Columbus, Ohio, which 
marketing in the new 
henceforth will operaté 
Roxane name. The experience of 75 years in Amer- 
ican drug research and arketing is contributed 
by this Columbus acquisition 


iurmacal Company of 
form the nucleus for 
ganization, and which 
inder the new Philips 


Another affiliate has been acquired at the loca- 
tion of the headquarters for Philips Roxane in St. 
Joseph, Mo. This is the Anchor Serum Company 
of that city, which brings 
specially developed skills and long experience in 
biological research and production. From its ex- 
tensive research and plant 
large experimental farm which serves as a testing 
ground for its veterinary products, Anchor Serum 
has established a line of more than 134 pharma- 
ceutical products for animal health 


to the new operation 


facilities, including a 


The product scope of 
ther extended with the acquisition of Thompson- 
Hayward Chemical Company, of Kansas City, Mo. 


Philips Roxane was fur- 
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